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SCANLAN-BALFOUR TABLE 
with OPERAY MULTIBEAM 


adjusted for perineal surgery 


Modern facilities for the operating room are 
satisfactorily completed by the flexible surgical 
ensemble illustrated above consisting of the new 
Scanlan-Balfour operating table and the Operay 
Multibeam ‘‘12-Beam-Plus”’ 
swivel offset hanger. 

Both items have established a remarkable 
record of service under actual working condi- 


suspended from 


tions in hundreds of hospitals. 
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The patient is accurately positioned on the 
Scanlan-Balfour table. Rapid, positive, easy- 
working handwheel mechanism gives exact con- 
trol throughout the entire range of surgical 
positions. 

Operay’s powerful beam of light follows every 
change in operating table plane and provides 
unexcelled illumination of the operating field 
including the most difficult surgical areas. 


A new catalog of surgical equipment, hospital furniture and sterilizers is available to hospital executives upon reque 


SCANLAN-MORRIS COMPANY 


MADISON, WISCONSIN, U.S.A. 
“The White Line” 
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. - Seantan Laboratories, Inc, 


STERILIZING 
HOSPITAL FURNITURE 


APPARATUS 


Branches 
Chicago: 58 E. Washington Street. 
St. Louis: 3718 haber ae 
New York: 23-5 E. 26th Street _ 

















The acceptance of Petrolagar by the Council on Pharmacy and Chemistry of 


the A.M. A.as well as the acceptance by the medical profession generally, is 
a tribute to its clinical efficiency. Petrolagar Laboratories, Inc., Chicago 


Petrolagar is a palatable emulsion of pure liquid petrolatum, (65% by volume) and 
number One Silver White Kobe Agar-agar, accepted by the Council on Pharmacy. 
and Chemistry of The American Medical Association for the treatment of constipation. 
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ROM the very moment of the 
baby’s birth, Baby-San contributes 
greatly to the infant’s welfare. 
In one simple bathing, it quickly is J a 
and gently removes the vernix and 4 ” 399 .: a 
any deposits of bacteria which might oe “* 8 RABY Sas’) ae 
develop and become troublesome. In a oe: ee on 
the daily bath, Baby-San not only : 
cleanses, but it also leaves a fine film 
of olive oil to guard the skin against 
dryness or irritations, and to help 
maintain body temperature. 


~ There’s nothing just like Baby-San 
for healthy maintenance of the baby’s 
skin. For Baby-San leaves the skin 
softer, smoother . . . assures steady 
progress during the baby’s stay in 
the hospital. That’s why Baby-San, O F S T = A DY P R O G R = S S 
acknowledged as the finest liquid 


castile soap made — is the choice to- 


day in 75% of the nation’s nurseries. 4 : 
: 7 The Baby-San Portable Dispenser is furnished free to quantity users of 


Baby-San. It dispenses Baby-San in just the right amount, preventing waste. 
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CONFIDENCE 


IN THE MAKER 


J UST as a deep sea diver has implicit confidence 
in the manufacturer of his equipment the surgeon 
must likewise have complete trust in the manufac- 


turer of the supplies he uses. 


Two generations of hospital administrators and 
surgeons alike have used CURITY Surgical Dress- 
ings. So confident has the profession always been 
in the quality of the product that the use of 
CURITY Surgical Dressings has been constant in 
an increasingly large coiauiiea of hospitals. Lewis 
justifies its position as a leading manufacturer of 


Surgical Dressings. 


The reputation of their. maker warrants every 
confidence on your part in the quality of CURITY 
Sutures. Actual clinical trial and subsequent regu- 
lar use will indicate to you the improved charac- 
teristics that result in better performance and more 


satisfactory surgical end results. 


LEWIS MANUFACTURING CO. 
Division of THE KENDALL COMPANY, Walpole, Mass. 





Resort to dietary measures alone 
is sufficient to keep many diabetic 
patients well-nourished, sugar-free 
and at work. When this is not prac- 
ticable, or when infections, sur- 
gery, or pregnancy place added 
strain upon the patient, the use of 
Insulin is indicated. 

Furthermore, Insulin enables 
the patient to enjoy a wider variety 
of foods. This may aid in com- 


place added strain on the diabetic 


bating some of the complications. 

Insulin Squibb is an aqueous 
solution of the active anti-diabetic 
principle obtained from pancreas. 
It is accurately assayed, uniformly 
potent, carefully purified, highly 
stable and remarkably free of pig- 
mentary impurities and proteinous 
reaction-producing substances. In- 
sulin Squibb of the usual strengths 
is supplied in 5-cc. and 10-cc. vials. 


INSULIN SQUIBB 


A SQUIBB GLANDULAR PRODUCT 
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The General Hospital and Public Health 


W. S. RANKIN, M.D. 
Director, Hospital Section of The Duke Endowment 


A PROPER UNDERSTANDING of the relation of 
the general hospital to the problem of public health 
is conditioned upon an understanding of the present 
status of that problem; moreover, the present condi- 
tion of the problem of public health can be fully ap- 
preciated only in the light of recent history. 


In 1890, for every 100,000 of the population there 
were 1,960 deaths during the year. In 1932, there 
were 1,090 deaths per 100,000 population, a 44 per 
cent reduction in a period of 42 years. While in 
1932 we had in the United States approximately 
1,300,000 deaths, we would have had with the death 
rate that prevailed 42 years before, in 1892, 2,400,- 
000 deaths. That is to say, the reduction in the death 
rate between 1890 and 1932 was equivalent to the 
saving of 1,100,000 lives a year. 


Now to understand the methods by which this 
great reduction in the death rate, this wholesale life- 
saving process, was carried on, we must appreciate 
the fact that, generally speaking, there are in the 
main two great groups of diseases: (1) those due to 
causes that are introduced from without, external 
causes, and (2) those due to causes arising from 
within, internal causes. The first group are the 
germ or infectious diseases. The second group are 
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diseases that result from internal conditions, heredi- 
tary weaknesses and personal habits. 


Reduction in the Death Rate Due to Diseases of 
External Causes 


The 44 per cent reduction in the general death rate 
achieved during the last 42 years has been the result 
of a successful warfare against the diseases of ex- 
ternal causation, the germ diseases. The germs were 
destroyed before gaining entrance to the body, in the 
purification of water supplies, in the sanitary control 
of milk supplies, in the destruction of insect carriers, 
the mosquito, the fly, the flea, the louse, in limiting 
infectious contacts through isolation and quarantine. 
Moreover, the germs that eluded destruction on the 
outside and gained entrance to the body were ren- 
dered harmless within the body through the use of 
vaccines, anti-toxin, and immune sera. As a result, 
the death rates of the germ or infectious diseases, 
diseases due to external causes, have undergone tre- 
mendous reductions in the 42-year period. Tuber- 
culosis has declined'from a death rate of 265 to 63; 
typhoid fever from a death rate of 46 to 4; the com- 
mon contagions, measles, whooping cough, and scar- 
let fever, from a combined death rate of 43 to 8; 
diphtheria from a death rate of 97 to 5; diarrhea and 





enteritis, summer complaint of children, from a death 
rate of 133 to 16; infant mortality from 162 deaths 
per 1,000 births in 1908 to 65. The total death rate 
from the above list of diseases was approximately 
740 deaths per 100,000 population in 1890 and in 
1932 160 deaths per 100,000. population, a reduction 
of 78 per cent. 


Reduction in the Death Rate Due to Diseases of 
Internal Origin 


The diseases of external causation now cause about 
20 per cent of the general death rate. The diseases 
of internal origin, personal habits and hereditary 
weaknesses, cause 80 per cent of the general death 
rate. Heart disease, cancer, apoplexy, and nephritis 
alone caused 598 of the 1,090 per 100,000 popula- 
tion, that is, 55 per cent of the general death rate. 
Now this situation leads to the inescapable conclusion 
that any further marked reduction in the death rate 
and any appreciable lengthening of the span of life 
must be brought about through methods of treatment 
that are concerned more with diseases of internal 
origin than with those of external origin. The dis- 
eases which are now and which in the future will 
play major roles in the general death rate are those 
where individual factors as distinguished from com- 
mon factors are involved, those of a personal char- 
acter which call for individual treatment. 


Individual treatment is essentially a problem of 
medical service. If the present low death rate is 
to be retained, if it is to be further reduced, if the 
span of life is to be lengthened, medical services 
concerned with the internal causes of disease, with 


the personal factors, must be improved. In any 
consideration of medical services the tremendously 
important part played by the general hospital is a 
matter of primary consideration. 


The Two Major Contributions of General 
Hospitals to Medical Service 


The major contributions of the general hospitals 
to medical services are two-fold: (1) A professional 
contribution which provides for the treatment of 
a large proportion of serious illnesses. During the 
present year 7,000,000 of our national population 
will have passed through our general hospitals as 
in-patients. (2) An educational contribution (a) in 
the higher conception of medical services given to the 
7,000,000 in-patients that pass through the general 
hospitals annually, (b) through the training of 
nurses, (c) through the training of interns and resi- 
dents, (d) through the postgraduate training of mem- 
bers of the staff through the opportunities afforded 
for discussions and interchange of professional ex- 
periences, and (e) through the facilities, especially 
in the larger university hospitals, for scientific re- 


search. If we could possibly conceive of the full 
meaning of the work and influence of the general 
hospitals on medical services, and, through its con- 
tributions to medical services, the effect on the gen- 
eral death rate, on increasing the span of life, then 
we would realize more clearly than we do the large 
and essential relation of the general hospital to the 
problem of public health. 


While the contribution of the general hospital 
through improved medical service is great, there is 
an economic limitation to this contribution which 
should be recognized and removed as soon as possi- 
ble. A brief examination of the several items which 
enter into the cost of medical care will bring this 
point into clear focus. According to the Committee 
on the Costs of Medical Care the people of the 
United States spent in 1929 $3,656,000,000 for medi- 
cal services. Four of the 13 items into which the 
Committee divided the total bill account for 78 per 
cent of the total cost. These four items then are 
the important items, far more important than the 
other nine. These four items are: (1) the sum paid 
to private physicians, $1,090,000,000; (2) the sum 
paid for drugs, $665,000,000; (3) the sum paid to 
dentists, $445,000,000 ; and (4) the sum paid to hos- 
pitals, $656,000,000. The relative importance of 
these four major items does not depend so much on 
the relative size of the sums as it does upon the dis- 
tribution of these sums within the general popula- 
tion—in short, not upon the total bill but on the. 
average cost per user. More than 100,000,000 peo- 
ple, 90 per cent of the population, paid the drug bill 
of $665,000,000. That was an average cost per user 
of $6.65. The $1,090,000,000 paid private physicians 
was paid by fifty per cent of the population, 60,000,- 
000 people, an average cost per user of $18. The 
dental bill of $445,000,000 was paid by twenty per 
cent of the population, that is by 24,000,000 people, 
an average cost per user of $18. Now take note: 
The hospital bill, $656,000,000, was paid by only 
five per cent of the population, 6,000,000 people, an 
average cost per user of $105. A more even dis- 
tribution of the $6.00 per user paid for drugs is 
not a matter of any great importance. A more even 
distribution of the $18 per user paid physicians and 
the $18 per user paid dentists is not a matter, rela- 
tively speaking, of any great social importance. But 
the unpredictable, unbudgetable, heavy hospital cost 
per user, $105, is a heavy expense that seriously 
interferes with the full contribution of the hospital 
to more adequate medical services, and, through bet- 
ter medical services, to the problem of public health. 


That hospital care is inadequate, that the con- 
tribution of hospitals to medical services is more 
limited for a larger proportion of our population 
than it should be, I again call to witness the Com- 
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mittee on the Costs of Medical Care. The Com- 
mittee found that in 1928 sixty per cent of the popu- 
lation of the United States had incomes of from 
$1,200 to $3,000 per year, and, for this large pro- 
portion of the national population, hospital care was 
only forty-eight to fifty-five per cent adequate. 


The economic problem as I have undertaken to 
point it out is more directly concerned with hospital 
service than with any other phase of medical serv- 
ice, and it is for this reason that some plan for dis- 
tributing the cost of hospital care over larger popu- 
lation groups is necessary. Fortunately the group 
pre-payment plan is now well planted in various 
sections of the United States. It is the duty of all 
of us to render every assistance and encouragement 
to the sound and rapid development of the pre-pay- 
ment principle which distributes the more difficult 
item in the cost of medical care, the hospital bill, 
over greater periods of time and larger population 
groups. When this is accomplished and the con- 
tribution of hospitals to medical service made more 
adequate, hospitals will begin to play a far more 
effective role in the problem of public health than at 
present. 


The Special Relation of the Small General 
Hospital to Improved Medical Services 
and Public Health 


In addition to the relation of general hospitals to 
an adequate and effective medical service, and 
through such service to the problem of public health, 
the small general hospital, located as a rule in the 
more rural communities, communities with towns of 
from 2,000 to 15,000 people, has an important special 
relation to improvements in medical service. The 
small hospital in rural sections improves medical 
services in two ways: (1) it brings about a better 
distribution of physicians, quantitatively and quali- 
tatively; (2) it makes available to the people of 
rural communities a larger proportion of the services 
of the better qualified local physicians. 


Better Distribution of Physicians 


The distribution of physicians in the United States 
is very uneven. According to the last census of the 
American Medical Association there is in the United 
States one physician for 786 people; in Colorado, 
there is one physician for 565 people; in Mississippi, 
one for 1,352 people. The cities of the country are 
congested with doctors; the rural sections depleted. 
In cities of 100,000 population and over there is 
approximately one physician for 500 people. In a 
large proportion of rural counties of the United 
States there are 2,000 people for every physician and 
in many counties 3,000 or more for every physician. 
In both respects the situation is abnormal. Too many 
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physicians means such a subdivision of practice as 
to result in lowered and, in many cases, inadequate 
incomes, and this in turn introduces a spirit of com- 
mercialism in practice, encouraging high fees, ex- 
cessive references, and unprofessional understand- 
ings. Too few physicians means, of course, an in- 


‘adequate medical service. 


One of the major factors in this uneven distribu- 
tion of medical services lies in the presence or ab- 
sence of hospital facilities. The younger generation 
of physicians, men who have had their training dur- 
ing the last ten or even twenty years, have been 
taught and encouraged to aspire to a type of practice 
which makes them dependent upon hospital facilities 
if they are to achieve in any degree their professional 
ideals. These younger physicians with more modern 
training select urban locations where they can have 
access to hospitals, and avoid rural locations where 
modern equipment for the practice of medicine is 
not available. This statement finds:its support in 
the fact that while only ten per cent of the physicians 
in the United States have practiced for a period of 
35 years, in many rural communities, thirty, forty, or 
even fifty per cent of the physicians in practice have 
professional careers of 35 years and upwards. Hence 
the congestion of the cities with physicians and the 
depletion of the rural areas. 


Improved hospital facilities in rural communities, 
that is, in towns of from 2,000 to 15,000 people 
located in counties of from 30,000 to 40,000 people, 
will bring about a more even distribution of physi- 
cians than exists under present conditions. The 
establishment of rural hospitals opens to the younger 
graduates of medicine opportunities to practice their 
profession in harmony with their teaching, their hos- 
pital training, and their professional ideals, and,.in 
drawing these younger physicians with more modern 
training into rural areas, tends to relieve the urban: 
populations of their professional congestion and 
makes available to the rural populations both an in- 
creased quantity and a greatly improved quality of 
medical service. 


Multiplying Services of Better Qualified Local 
Physicians 


The hospital enables the better trained, abler type 
of physician to double and treble and quadruple the 
service that he would be abl@ to render a rural com- 
munity without a hospital. In most rural communi- 
ties there is a demand for the services of from 
twenty to thirty per cent of the profession engaged 
in the practice of medicine that completely utilizes 
their time. As a rule these are the abler members of 
the profession, the men with more recent training, 
the men who keep up with medical literature and 





attend the meetings of their local and state medical 
societies. These men are unable to reach a larger 
percentage of the population that would use them 
because of the physical limitations under which they 
practice, a large proportion of their time being con- 
sumed in travel and in performing the details of 
practice that would be cared for by nurses, techni- 
cians, and laboratory workers in a hospital. With a 
local hospital this smaller, more efficient element of 
the profession can bring the more seriously ill into 
the institutions where, with the assistance of nurses 
and technicians, they can care for from three to 
four times the number of patients that they could 
reach without a hospital. And so the hospital im- 
proves the quantity and quality of medical service 
not only by the number and type of physicians that 
it attracts to the community, but by extending the 
professional reach of the thirty or forty per cent 
more skilled and progressive physicians. In this way 
the rural type of general hospital is related to the 
problem of public health in a way that calls for con- 
stant emphasis. 


The Relation of the General Hospital to Special 
Problems of Public Health 


For nine years, since 1927, the American Hospital 
Association has had a Committee to study coopera- 
tive problems, that is problems of mutual interest 
between local health departments and hospitals. 


The Committee began its work early in 1927 by 
inquiring into existing cooperative practices. A 
questionnaire was sent to 247 city health depart- 
ments and 1,300 hospitals. Fifty-five per cent of 
the health departments and thirty per cent of the 
hospitals replied. It was found that cooperative re- 
lations of one sort or another existed in sixty per 
cent of the cities; that in forty-eight per cent of the 
cities there was cooperation between the hospitals 
and the health departments in laboratory services ; 
that in thirty-five per cent there were cooperative 
arrangements in the work of clinics; that in twenty- 
three per cent there were cooperative arrangements 
in communicable disease control. 


From the Committee’s studies it appears that 
under favorable local conditions there are certain 
distinctive advantages in cooperative arrangements 
between health departments and hospitals in dealing 
with at least four prgblems of mutual interest ; 
namely, (1) laboratory services; (2) the develop- 
ment of clinics; (3) communicable disease control, 
and (4) social services. 


Laboratory Services 


The most favorable local conditions for cooperative 
laboratory services between health departments and 
hospitals exist in those places where there is a single 


hospital. and a full time health department. Such 
conditions are usually found in the more rural sec- 
tions. Under these conditions a laboratory that serves 
both the hospital and the health department may be 
better financed, managed by better trained person- 
nel, and better equipped if supported by both 
agencies. The argument for both efficiency and econ- 
omy suggest such an arrangement wherever it can 
be worked out. Unfavorable conditions for such a 
cooperative arrangement exists where such coopera- 
tion is not near so necessary, namely, in large cities 
with large health departments and large hospitals. 
The arrangement in such places should be, perhaps, 
as it is in the majority of such cases, not in the cen- 
tralization of personnel, equipment, and manage- 
ment, but in a differentiation of services: the health 
department in its laboratory handling those labora- 
tory problems that are more directly concerned with 
the prevention of disease, such as water and milk 
examinations, the examination of sputa and secre- 
tions for bacteria, such as tuberculosis, diphtheria, 
and typhoid, and the making of such diagnostic tests 
of blood as for typhoid and syphilis; the hospitals in 
their laboratory work restricting themselves more 
especially to the work of the clinical laboratory, blood 
examinations, examinations of urine, gastric content, 
excreta, and the pathological examination of tissues. 


Where it is possible to deal with laboratory serv- 


ices of health department and hospital as a common 
interest, the laboratory should be located in the hos- 
pital for several reasons: (1) the hospital needs 
more prompt reports upon laboratory tests than the 
health department and a closer connection between 
hospital and laboratory is more necessary than the 
connection between health department and hospital ; 
(2) the laboratory in the hospital comes under the 
professional supervision of the staff, which super- 
vision is either absent or not so effective if the labora- 
tory is not located in the hospital. 


The Development of Clinics 


The Committee on Public Health Relations in its 
report last year to the American Hospital Association 
with respect to cooperative clinics said: 


“The proper conduct of various types of clinics, 
prenatal, infant, pre-school, eye, ear, nose, and throat, 
dental, orthopedic, tuberculosis, venereal disease, 
cancer, mental hygiene, cardiac, and periodic health 
examinations, is a matter of common interest to hos- 
pitals, health departments, and certain voluntary 
health agencies. Such clinics, when properly han- 
dled, require an understanding and sympathetic co- 
operation between the interested agencies. It seems 
to be generally agreed that these various clinics 
should be located in a hospital for three reasons: 
(1) the better diagnostic facilities of the hospital ; 
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(2) the interest, influence, responsibility, and super- 
vision of a medical staff in the observance of rea- 
sonably good professional standards; and (3) many 
clinical patients will be found in need of the pro- 
fessional care that is provided either through the 
in-patient or out-patient service of the hospital. 


“The cost of operating the clinic may be borne 
in various proportions, influenced by local conditions, 
by the three participating agencies, hospital, health 
department, and voluntary health agency. The health 
department or voluntary agency may contribute funds 
or services, such as those of public health nursing 
furnished by the health department, or visiting or 
bedside nursing furnished by cooperative nursing 
associations or associations for the study and pre- 
vention of tuberculosis. In some clinics partial sup- 
port may be drawn from federal and state funds 
under the distribution of the state health depart- 
ment.” 


Communicable Disease Control 


Again I quote directly from the report of 
the Committee on Public Health Relations, Proceed- 
ings of the American Hospital Association for 1935. 
The Committee said : 


“Cooperative arrangements between general hos- 
pitals and health departments for the treatment of 
contagious diseases, as in the case of laboratory 
services, is of greater necessity in smaller 
municipalities than in larger municipalities, 
where a greater differentiation of service is 
permissible. The consensus of opinion seems to 
be that in municipalities with populations of 100,000 
and more there is a sufficient amount of contagiotis 
diseases residual at all times to justify the mainte- 
nance of a communicable disease hospital, whereas 
in smaller places the fluctuation in the epidemic 
prevalence of communicable diseases is so great that 
a special hospital would be inadequate in epidemics 
and empty between epidemics. The cost of opera- 
tion in such cases would be very high, in one case 
cited by the Committee, $13 per patient per day. In 
these small communities, unquestionably the desira- 
ble arrangement is for the health department, either 
by lump sum payment or per patient per day pay- 
ment, to arrange for a general hospital to provide 
care for its communicable diseases. There are a 
number of advantages pointed out, particularly in 
the Committee’s report under the chairmanship of 
Dr. D. L. Richardson for 1929, for using general 
hospitals for the treatment of contagious diseases. 
These advantages as set forth by Dr. Richardson 
are as follows: 

‘1. That such an arrangement is more economical, 
and consequently more patients who need hospitaliza- 
tion will receive it. 
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‘2. That the patients will receive better treatment 
because there are always available (a) consultants 
representing the various specialties, (b) an efficient 
laboratory near at hand, (c) x-ray department and 
other services which are sadly lacking in many con- 
tagious disease hospitals. 


‘3. That physicians and nurses, generally speak- 
ing, have little or no training in contagious disease 
wards and such a liaison will provide it. Experience 
with contagious diseases and methods of preventing 
their dissemination should be one of the most im- 
portant phases of the education of every doctor and 
every nurse. 


‘4. That it is easier to induce patients to go to 
a general hospital provided with separate contagious 
wards than to a separate isolation hospital. 


‘5. That it is by no means a new arrangement but 
follows a practice which has long been in vogue in 
many cities of the United States as shown by the 
answers to the questionnaire quoted earlier in this 
report. 


‘6. That it would be possible for smaller cities and 
larger towns to have beds available for the treat- 
ment of contagious diseases which are now almost 
entirely lacking. Such communities cannot afford to 
build and maintain a separate isolation hospital but 
they could afford to provide a sufficient number of 
beds in a general hospital whose usefulness is not 
seasonal but continuous. Such beds for contagious 
patients could, when they are not occupied, be utilized 
for other hospital purposes.’ 


“As the old fear of air-borne infection continues 
to lessen its grip on the professional and lay mind 
and the importance of contact infection is more 
fully appreciated, we are likely to develop fewer 
isolation hospitals even in the large centers of popula- 
tion and to provide for the treatment of communica- 
ble diseases in general hospitals, where their com- 
municability will be minimized or eliminated by im- 
proved technical handling.” 


Social Services 
Again I quote directly from the report of the Com- 
mittee on Public Health Relations: 


“The importance of social service to hospitals and 
to clinics in which health departments are interested 
in determining eligibility of patients for free or part 
free service, for follow-up work, and for adjustment 
of social problems having a direct bearing upon the 
treatment of patients is generally recognized. In 
large hospitals and in any large clinic program, espe- 
cially those involving the treatment of cancer, tuber- 
culosis, venereal disease, and mental conditions, social 
services are in most instances provided. Cooperative 





understandings and arrangements promote both effi- 
ciency and economy. In small communities where. 
limited budgets of small institutions and small health 
departments seriously interfere with well balanced 
social service programs, the opportunities and neces- 
sity for cooperation among the interested agencies 
are greatest. The cost of maintaining cooperative 
social service programs should be borne in propor- 
tion to the interest served, influenced naturally by 
the available funds of the health departments, volun- 
tary agencies, and hospitals.” 


Coordinating Mechanism 


The recognition of problems of mutual interest 
to hospitals, health departments and voluntary health 


agencies, and the proper coordination of these inter- 
ests in laboratory services, clinics; communicable 
disease control, and social services, will depend upon 
the setting up of a coordinating agency. In small 
rural settlements such an agency might represent 
the county and the town authorities, the health de- 
partment, the hospital, any important voluntary 
health agency, and the organized medical profession. 
In larger urban centers the organization of such an 
agency will represent the health department, the 
voluntary hospitals, and voluntary health agencies. 
The hospital council idea which the American Hos- 
pital Association has been emphasizing during recent 
years could be and should be slightly enlarged and 
used to effect the necessary coordination of forces. 








American Hospital Association Receives 


a Grant from the Julius Rosenwald Fund 


A gift of $100,000 to the American Hospital 
Association for the study and development of vol- 
untary hospital insurance was announced by Edwin 
R. Embree, president of the Julius Rosenwald Fund, 
at the annual meeting of the Fund recently held in 
Chicago. 


The program of the American Hospital Asso- 
ciation will be carried forward through a special 
Committee on Hospital Service of which C. Rufus 
Rorem of Chicago becomes executive director. The 
chairman of the committee is Dr. Basil C. Mac- 
Lean of Rochester, New York, and other members 
are Dr. R. C. Buerki, Madison, Wisconsin; Dr. 
S. S. Goldwater, New York City; Msgr. Maurice 
F. Griffin, Cleveland, Ohio; and Dr. Claude W. 
Munger, president of the American Hospital As- 
sociation. 


The work of the Committee on Hospital Service 
includes two phases: first, advice and consulta- 
tion to existing plans and those being formed con- 
cerning actuarial data, benefits, method of organ- 
ization, public relations, annual subscription rates ; 
second, relations of hospital service plans to the 
medical profession, public welfare activities, state 
departments of insurance, private insurance com- 
panies, hospital administration, and hospital account- 
ing. This program is a continuation of the activities 
of the American Hospital Association since 1933. 


Dr. Rorem, who is a certified public accountant, 
was formerly associate professor at the Univer- 
sity of Chicago and is the author of a university 
text in accounting as well as several volumes deal- 
ing with the economic and financial aspects of hos- 
pital and medical care. Since 1931 he has been 
associate director for medical services of the Julius 
Rosenwald Fund and since 1933 has been consult- 
ant in group hospitalization to the American Hos- 
pital Association. 


Enrollment in group hospitalization plans is now 
approaching one-half million employed  subscrib- 
ers and dependents with more than 150,000 par- 
ticipating in the three-cents-a-day plan for hospital 
care in New York City. Plans which have enrolled 
more than 25,000 employed persons are those in 
Rochester, New York; Cleveland, Ohio; Washing- 
ton, D. C.; Minneapolis and St. Paul, Minnesota ; 
and Dallas, Texas. Other plans with 5,000 or 
more subscribers and dependents are those in New 
Orleans, Syracuse, St. Louis, San Antonio, Hous- 
ton, Memphis, Sacramento, Newark, Charleston and 
Bluefield, West Virginia; Kingsport, Tennessee, 
and a state-wide plan for North Carolina. Non- 
profit city-wide hospital service plans have been 
established or are being organized at the present 
time in Chicago, Buffalo, Albany, Louisville, New 
Haven and Boston. 
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Continuation of Medical Education 
During the Hospital Internship 


CLAUDE WORRELL MUNGER, M.D. 


Director, Department of Hospitals of Westchester County, New York. 
President, American Hospital Association 


| EN HAS CONVINCED ME that every 
hospital worthy of notice is, and must be, not only 
a service, but a teaching organization. The extent 
of this teaching attitude is usually an important de- 
terminant of the success of the hospital as an instru- 
ment for community service. Because the medical 
school, in times past, was able to give a reasonably 
complete view of the medical sciences in a four-year 
course, it is not surprising that the earlier educa- 
tional efforts of hospitals were in the allied - fields 
rather than in medicine. For sixty.years, the hos- 
pital schools. have been the sine qua non of nursing 
education and, latterly, we have offered educational 
opportunities in laboratory and x-ray techniques, in 
dietetics, in medical record keeping, in physical 
therapy, in anesthesia and a dozen other activities. 


Hospitals and Post-Graduate Education 


We have long recognized the hospital’s strategic 
position for bringing post-graduate educational 
values to physicians. We have relied too much upon 
a theory that medical men would absorb this educa- 
tion by a kind of osmotic process, in the course of 
their work. There has been some formal attempt 
in recent decades to bring instructive experiences and 
meetings to attending staffs. That is, though an 
important advance, outside of our subject. Only 
recently has the hospital administrator begun to help, 
actively, in meeting the need of the intern for added 
educational values in his hospital service. 


This impetus has come, in part, from insistence 
of medical schools who realize that their graduates 
are, by no means, finished products. Much has been 
due, however, to a realization by the hospitals of 
the deficiencies and needs of the recent medical 
graduates, who, annually by thousands, enter hos- 
pitals in the hope of being “polished off’ into ade- 
quate practitioners of the healing art. 


The early conception of the hospital internship 
was undoubtedly that it should be a mere exposure 
to a hospital in action—a chance to see sick persons 
before, during, and after the ministrations of the 
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members of the senior staff. The educational con- 
tent of the internship, to quote Dr. L. R. Wilson of 
Galveston, “is a subject to which the staff and ad- 
ministration of the hospital have given too little 
attention. Too often the intern is merely turned 
loose in one of the hospital’s divisions, is given very 
little guidance and is forced to find his own way 
about and to learn his duties by chance.” 


The Interest in the Non-Teaching Hospitals 
in the Education of the Intern 


In relation to our present subject, I want to re- 
iterate a point of which medical educators must 
surely be conscious, but which, in my opinion, should 
have more real attention, viz., the fact that but a 
small percentage of the annual increment of medical 
graduates can hope to secure internships in hos- 
pitals attached to medical schools. Non-teaching 
hospitals with superior staffs and clinical opportu- 
nities need more interest, encouragement and advice 
from centers of medical learning. They could do 
a better job for interns if academic circles would 
encourage them more and not hold the attitude that 
the non-teaching hospital cannot readily develop a 
good internship. I believe I would favor a plan by 
which each medical school definitely affiliated itself 
with enough good hospitals to provide the number 
and variety of hospital appointments needed for its 
graduates. This, I know, has been done, at least in 
part, by some schools. In fact, I should like to find 
some easier means of picking a dozen good interns 
a year, than the review of 300 applications and the 
holding of scores of interviews. Extended coopera- 
tion between schools and hospitals could solve that 
problem. 


Some medical faculties are advising against rota- 
tion internships, some are definitely for them. This 
leaves the hospitals uncertain as to how to organize 
the opportunities which they can offer. For sake of 
argument, I should like to say that every intern 
should have a look at various fields before he settles 
down to a specialty. The rapidly evolving plans for 
training and certification of specialists, all requiring 
three or more years of training beyond internship, 





would, I think, argue for, rather than against, the 
diversified experience in internship. For the ease 
and comfort of service chiefs and also of hospital 
superintendents, the straight service is preferable. I 
am perhaps an oddity in believing it less valuable to 
the intern. 


The Interest of Hospital Administration 
in Medical Education 


In collecting material for this paper, I wrote a 
dozen leaders among the hospital administrators of 
the country. I find that some have given deep 
thought to the matter of medical education for the 
intern and that most of the hospitals replying have 
effective educational programs for house staff. This 
does not mean that such is true of the rank and file 
of hospitals, but from my knowledge of that field, 
I would say that hospital administration is showing 
encouraging interest in the subject and that some 
real teamwork between medical colleges and those 
hospitals to which they send, or would like to send, 
interns, will bring a surprising degree of coopera- 
tion. Several of our leaders and the American 
Hospital Association, itself, have urged establish- 
ment of carefuly planned educational opportunities 
for hospital house officers, both interns and resi- 
dents. To accomplish this, our field needs your help 
and advice. 


In Philadelphia the American College of Surgeons 
heard from chief surgeon, Harold L. Foss, an in- 
spiring account of what the Geisinger Hospital, Dan- 
ville, Pennsylvania, is doing in house-staff education. 
That is a hospital of 180 beds in a town of 6000 
population. Such a program is surely possible in 
several hundred American hospitals. 


Hospital Administration and Intern Education 


One of my administrator colleagues expressed 
mild apprehension at too great an extension of aca- 
demic influence and viewpoint into the internship. 


He says, “I believe that the intern is entitled to a’ 


different educational fare than he has had as a med- 
ical student. It seems to me that the internship 
should bridge the gap between formal education and 
those informal self-educational processes which are 
so important of acquirement to the physician who is 
to continue to grow.” This man believes that such 
lectures as are offered at the hospital “should be 
arranged by the interns themselves, the administra- 
tion giving them all the help needed in making the 
arrangements. Let them choose the subjects and 
the lecturers and do not insist that they stick to the 
field of medicine exclusively.” 


Another administrator of a preeminent teaching 
hospital says, “While it is theoretically desirable that 
interns be given all the educational advantages that 


a hospital can lay before them, it should be remem- 
bered that they have completed: four years of that 
kind of education; that they are under considerable 
pressure in the care of patients and in carrying out 
the directions of their seniors; that they . . . need to 
use their leisure time to get away from the institu- 
tion or to sleep. The value of courses set up by the 
hospital authorities should be carefuly weighed to 
see if they justify the loss of interns’ free time.” 
The same man answers his own doubts, I think, in 
saying further along in his letter that the solution 
might be “to have more interns so that with more 
hands” there would be more free titne for educa- 
tional pursuits. 


Ten other hospital administrators who answered 
my inquiry believe definitely that educational en- 
richment of the internship is not only desirable but 
entirely practicable. The head of a mid-western 
university hospital believes that “the internship 
should be considered as continued, post-graduate ed- 
ucation,” although he doubts the soundness of the 
plan in some schools of withholding diplomas until 
completion of internship “unless the medical schools 
themselves are willing to spend more time in close 
supervision of the internships which they accredit.” 
The quality of what is offered is, of course, all- 
important. 


Education and Research the by-Products 
of Hospital Service 


Another administrator for whose judgment I have 
the greatest respect says, “The hospital must be or- 
ganized to make full use of all by-products of bed- 
side service. It is recognized, of course, that the 
primary function of the hospital is in the diagnosis 
and treatment of disease. The important by-products 
are education and research. These should be con- 
sidered together in the formulation of the educational 
program, inasmuch as they are closely related and 
interdependent. Hospitals should provide oppor- 
tunity for graduates in medicine to see not only the 
medical but also the social side of hospital care.”’ He 
further says, “The conservation of the intern’s time 
for educational purposes must be kept in mind, with 
care to avoid his exploitation by depriving him of 
educational opportunities. Quite aside from mat- 
ters of medical ethics, the hospital should maintain 
a cultural atmosphere for the intern staff. Those 
qualities which go to make a cultured physician 
should be considered in planning an educational pro- 
gram.” 


It has seemed so desirable to discuss the back- 
ground of our subject and to give a cross-section of 
informed hospital thought, that I shall have to pre- 
sent, all too briefly, an account of what hospitals are 
actually doing to supplement the crowded curricu- 
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lum of the medical school and to give added value 
of the clinical phases of the internship. 


As mentioned above, in quoting Dr. L. R. Wilson, 
the newly-arrived intern needs a great deal of help 
in. orienting himself to the hospital scene. He needs 
help in adjusting to the methods and routines of the 
particular hospital and in generally finding himself 
so that he may without undue delay fulfill his duties 
and begin to learn. At our hospital—and I apologize 
for continual reference to our own experience, we 
aim that each new intern group, within a few days 
of arrival, shall have the following contacts: 


1. Two or three sessions with the assistant medi- 
cal director who acts, throughout, as the administra- 
tion’s mentor to interns. These sessions include 
specific mention of many matters in which our ex- 
perience has shown the intern to need information. 
Each man receives a mimeographed “intern’s 
manual” which is his bible of reference until he has 
learned his way about. 


2. A talk from the director who explains the in- 
tern’s place in relation to the administration, the 
medical staff, the nursing, and other hospital de- 
partments. Ethical points are discussed and the 
men are impressed with our desire to deal as gentle- 
men with a group of gentlemen. We attempt to 
impose no “blue nose” rules but we do emphasize 
that we rely upon the fact that we are dealing with 
gentlemen who have had unusual advantages in edu- 
cation and culture. 

3. A conference with the director of laboratories 
who explains the relation of his department to the 
clinical work and to the interns particularly. In- 
vitation is given to men to drop in and talk over 
any special skills or interests, research or otherwise. 

4. A similar meeting with the director of x-ray. 

5. A talk by the chief social worker, explaining 
the usefulness of medical social service to the doctor, 
outlining routines, explaining need to cooperate. 

6. A session with the director of nursing. 

7. Meetings with the heads of the dietary and 
various other departments closely related to the medi- 
cal work. 

8. Conferences with the medical administrative 
officer in charge of out-patient, admitting and emer- 
gency departments. 

9. Instruction in ambulance duties. 

10. Sessions with chief and resident of clinical 
service to which assigned. 


The Value of the Out-Patient 


The methods of imparting clinical experience and 
instruction in wards and clinics need not have de- 
tailed mention, here. I should like to record my 
personal impression that service in an active, well- 
organized out-patient department is of great value 
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to interns. A recent questionnaire to our intern 
alumni, by one of my colleagues, brought enthusiastic 
affirmative replies from all to the questions, “Has 
your experience in the clinics been of value to you 
as a practitioner?” and “Should out-patient service 
for interns be increased?” — 


The Laboratory, Autopsy Room and X-Ray 

Experience in laboratory, autopsy room and x-ray 
are important parts of any internship but their ulti- 
mate value will depend upon the effectiveness of 
presentation of these opportunities. A pathologist 
or a roentgenologist without enthusiasm for and 
ability in teaching has no place in a hospital attempt- 
ing to educate medical men. The volume of autopsy 
work should be ample. I see no excuse for the ad- 
ministration of a hospital where less than fifty per 
cent of deaths are autopsied. 


The Clinico-Pathologic Conference 


The clinico-pathologic conference can be highly 
instructive and must of course be open to interns 
who must be permitted to engage freely in discus- 
sions. Every meeting of the medical staffs (only 
excepting executive business sessions) should and 
must be open to house officers. House officers, with 
us, bear most of the load of preparation of material 
and cases for medical meetings and, as a rule, the 
interns make the primary presentation of case ma- 
terial followed by discussion from the staff. 


Although not connected with a medical school, 
our hospital has a dissecting room and is able to 
secure prepared cadavers. When the pathologist an- 
nounces (2 or 3 times a year) the impending ar- 
rival of a cadaver, the various services, mainly the 
surgical ones so far, “reserve” portions and hours 
desired for dissection. The dissecting teams usually 


include intern, resident, and attending. This ar- 
rangement has been comparatively easy to make and 
we believe it brings real education values. 


The Medical Library 


Accumulation and replenishment of a good work- 
ing medical library is not easy in the isloated hos- 
pital but as an educational program is impossible 
without it, it behooves the administration and staff 
to see that it is provided. While we have a fair 
complement of medical books, we spend as much or 
more for journal subscriptions as for new books. 
Whenever possible, the library should be open in 
the evenings for the benefit of interns. A library 
committee with a chairman from the staff but with 
at least one member who is close to the administra- 
tion and exchequer is essential. The potential edu- 
cational value of the hospital’s library of case his- 
tories is enormous. It goes without saying that these 
should be properly filed and readily accessible to 











house staff. There must be a place, usually the medi- 
cal library itself, where the men may study journals, 
books, or case histories in quiet and comfort and 
with no regulations against smoking or late hours. 


In the course of a month, any sizeable hospital 
can have a number of medical events of instructive 
value to interns. The monthly program of the gen- 
eral staff is certain to be valuable. Likewise, the 
monthly meetings of the divisions of the staff are 
even more intimate and informal and can have fine 
educational content. Interns should be required to 
attend. We have a sizeable auditorium which en- 
ables us to accommodate monthly meetings of our 
county medical society. Interns attend and hear im- 
portant medical speakers, often imported from a 
distance, and also may listen-in on discussions of 
medical economics and other problems of the prac- 
titioner. One or more clinico-pathologic conferences 
are held each month with previous circulation of 
mimeographed summaries of cases of unrevealed 
diagnosis which are to be discussed at the conference. 


The Planned Course of Lectures for Interns 


A planned course of lectures, talks, exhibitions of 
medical moving pictures on pertinent subjects is car- 
ried on through the year. Especially where interns 
remain for two years, it is possible to-cover a great 
many fields -by this means. Examples of what we 
have presented or expect soon to present to interns 
in this manner include: 


1. A five-week series of one hour talks by the 
County Commissioner of Health and four of 
his principal department heads. Material 
presented included: 

Relations of public health and the prac- 
titioner 

Epidemiology and relation of practitioner 
to communicable disease control 

The place of the public health nurse in 
the community prgoram 

Public sanitation 

Vital statistics 

2. A series of twelve lectures on all phases of 
tuberculosis work, by specialists from our 
own staff 

3. Talks on psychiatric and community mental 
hygiene problems by staff psychiatrists 

4. Prescription writing and _ relations with 

pharmacists—by a pharmacist practicing in 

the community 

Presentation of De Lee’s films on “Obstetrical 

Deliveries under Local Anaesthesia” 

6. Kanavel’s film on “Infections of the Hand” 

Film depicting complete 24-hour care of 

young infants—including material on both 

bottle and breast feeding 

Neurology in relation to medical practice 
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9. A series of talks by the members of eac’ 
the other hospital staff divisions, dealing 
practical points related to each specialty 

10. “Toxicology in Criminal Cases” by a mem! 
of the staff 

11. Demonstration by our own nursing depa 
ment of common nursing procedures whx 
the family doctor should know and be at 
to teach in the home 

12. School Medical Supervision 

13. Medico-dental problems 

14. Business procedures for the practitioner 

15. Occupational therapy and rehabilitation of 
the handicapped 

16. How to utilize community resources upon 
behalf of patients 

17. Medical jurisprudence 

18. Hospital administration 


Our hospital is in the country but is fortunate in 
its nearness to New York City. At present the Medi- 
cal Fortnightly Series of the N. Y. Academy of 
Medicine is in progress. We have purchased some 
season tickets and have been given some compli- 
mentary ones so that we have been able to make up 
a schedule for sending interns to each of these valua- 
ble lectures. 


The Academy also extends the loan courtesy of its 
excellent library and our librarian is constantly bor- 
rowing material needed for preparation of papers, 
in research studies, etc. Similarly we frequently 
borrow from the State Library and from the libraries 
of the American College of Surgeons and -American 
Hospital Association. 


For its influence upon the general morale and 
steadiness of the intern group, I merely mention that 
a small loan fund is very valuable. 


Recreation for Interns 


Recreation is of course important. Our interns’ 
baseball team, this year, for the first time was able 
to uphold its professional dignity by beating the 
employees. In fact one of the men now with us, in 


urging us to consider a friend for appointment next 


year, added, “And he’s a good left-handed pitcher, 
besides.” The men use our swimming pool a great 
deal, play basket-ball and badminton in the winter, 
but their favorites seem to be tennis in good weather 
and ping-pong any time. We are fortunate, of 
course, in having so many resources of this sort 
but we have purposely developed them because of 
our essentially country location. Any hospital in a 
city could get equal facilities in the nearest Y.M.C.A. 


Cultural Advantages 


Exposure to cultural advantages, outside of medi- 
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culture, is less readily possible and we have not 

* enough in that respect. The heavy program 
vady carried by the interns leaves little time for 
wsic, drama, and the like. Frankly, I have hesi- 
1 to enlist the aid, for instance, of the Junior 
., $8ue. in enriching the men’s social life lest they 
. ter the plan with more enthusiasm than the work 
auld stand. As you would surmise, we keep the 
atern pretty busy and we believe with our friend 
juoted above, that we had better leave him some time 


for reflection, for sleep or for getting entirely away 
from the hospital. 


I believe we must guard against any loss to the 
intern of the practical clinical experience for which 
he, primarily, comes to the hospital. There is no 
doubt in my mind but that it is possible so to fit 
education into the clinical schedule as to enhance the 
value of both, to increase the intern’s usefulness to 
patient and hospital and to increase his skill as a 
practitioner, later on. 








Care and Preservation of Portable 
Equipment in the Hospital 


DONALD C. SMELZER, M.D. 
Medical Director, Graduate Hospital, University of Pennsylvania, Philadelphia 


W.... IS PORTABLE EQUIPMENT? Broadly 


speaking, it might be considered as any apparatus, 
article of equipment, used in the care, treatment, or 
service to the patient, either difectly or indirectly, 
which may be transported from one place to another. 


Naturally, this definition is not intended to in- 
clude such articles as enamelware, glassware, ther- 
mometers, or other supplies of a similar nature, 
which .are used in routine care of the patient, and 
which are, as a rule, considered consumable items. 


The administrative office should keep an inventory 
of every piece of portable equipment, with the date 
of purchase, from whom purchased, cost, model 
number, and description, if necessary. This record 
should have a place of entry for the number of times 
serviced by the manufacturer or vendor. This in- 
ventory is valuable when replacements are necessary, 
and also serves as a record of depreciation. 


It is well to consider permanently and plainly 
marking each piece of portable equipment with the 
name of the hospital, as many of the smaller pieces 
of apparatus have a peculiar habit of disappearing. 
This marking may be done with transfers which are 
reasonable in price and easy to apply, and are neat 
in appearance. 


Classification of Portable Equipment 


Portable equipment may be classified in several 
ways. For the time being, let us consider one pos- 
sible classification with some typical examples : 
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1. That equipment which has to be carried from 
one place to another. Examples—electric fans, air 
filters, cauteries, smaller diathermy machines, type- 
writers, adding machines, microscopes, colorimeters, 
etc. 


2. That equipment which is usually placed on a 
truck or carrier to be transported from one place 
to another. Examples—positive and negative pres- 
sure machines, audiometers, larger diathermy and 
endothermy machines, basal metabolism machines, 
etc. 


3. That equipment which is permanently equipped 
with wheels or casters. Examples—portable x-ray 
equipment, ultra-violet lamps, the largest diathermy 
and short wave apparatus, food carts, floor scrub- 
bing machines, mop trucks, housekeeping trucks, 
operating room tables, beds, bedside tables, electro- 
cardiograph machines, etc. 


There are many other ways of classifying portable 
equipment as above, but subdivided into that used: 
1. (a) In the treatment of patients 

(b) In routine service in maintenance and oper- 
ation of plant and hospital departments 


(a) Technical equipment 
springs, or water 


bo 


run by electricity, 


(b) Non-technical or service portable equipment 
Responsibility for Care of Portable Equipment 


Every piece of portable equipment, whether used 
in technical, therapeutic, diagnostic, or service de- 
partments of the hospital, should be primarily in 
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charge of that departmental head, who should be 
held responsible for its preservation and mainte- 
nance. 


Definite instructions should be issued regarding 
who is to use such portable equipment, and where 
it should be kept when not in use. All equipment 
and apparatus should be kept clean, and technical 
and electrical appliances should be provided with a 
canvas cover to keep them free from dust. The de- 
partment head should be instructed to report imme- 
diately any piece of apparatus that is out of order 
or in need of repair or replacement. 


The maintenance department of the hospital 
should be made responsible for the routine oiling of 
wheels, casters, etc., as well as the periodic inspec- 
tion of equipment that is on wheels, to check on the 
condition of the rubber tires, rubber bumpers, large 
movable parts, etc. 


Periodical Check-up for Defects 


All portable equipment that is dependent on being 
hooked up to the house electrical current should have 
the extension electric cords periodically checked for 


defects in the insulation, loose connections, etc. If. 


the electrical apparatus is operated by a foot switch, 
careful attention should be paid to this, as loose 
connections in the foot switch often cause serious 
accidents by short circuiting. 


Unless the maintenance department is thoroughly 
familiar with the technical detail of many pieces of 
electrical apparatus, it is better to have the check-up 
made by a service man from the manufacturer or 
vendor. 


Many pieces of portable apparatus require spe- 
cial care after they have been used, e.g., the quartz 
burner of an ultra-violet light should be cleansed 
daily with pure alcohol to insure the efficiency and 
the life of the burner. 


Details such as these usually accompany the ma- 
chine, and should be attached in a conspicuous place 
on the equipment for the guidance of those in charge. 


Duplicate Parts Help to Assure 
Uninterrupted Service 


There are several pieces of portable equipment 
in common use that are equipped with small electric 
motors, the motor being the “heart,” so to speak, in 
its operation, i.e., certain oxygen tents. Occasion- 
ally, this little motor will cease to function. It 
might be a safeguard to have a duplicate motor that 
can be installed in a few moments, to assure the un- 
interrupted service of the unit. This is more essen- 
tial if the hospital has only one oxygen tent. 


Many pieces of portable apparatus are easily put 
out of adjustment, particularly by individuals trying 
to operate them without acquainting themselves with 
general instructions. An endeavor should be made 
to forbid the use of such apparatus by such indi- 
viduals. 


Hospitals have invested many thousands of dol- 
lars in portable equipment and unfortunately there 
are in many institutions, many such pieces of port- 
able apparatus that are lying idle because they have 
been irreparably damaged by carelessness and neg- 
lect. Much of this might be salvaged by a careful 
inspection. 

Considerable thought should be given to the pur- 
chase of portable equipment. Comparisons should 
be made and consideration given to the stability and 
durability of the mobile parts. One often sees an 
expensive piece of equipment mounted on a flimsy 
carrier or a heavy piece equipped with cheap casters 
or wheels. It pays, in the long run, to insist on the 
best of mobile equipment, particularly for heavy 
portable apparatus, and on such equipment that has 
to stand long trips and heavy service. Portable 
equipment used in the dietary department, house- 
keeping department, laundry, and other service de- 
partments should be equipped with rubber-tired 
wheels, that can easily be repaired with standard 
parts. 


Summary 


1. When purchasing portable equipment, con- 
sider the durability of the mobile portion very care- 
fully. : 

2. Keep an inventory of all portable equipment in 
a systemmatic way. 

3. Mark all portable equipment in a way that it 
can be readily identified. 

4. Have employees instructed in the care as well 
as use of portable equipment. 

5. Establish a system of periodic check-up on all 
portable equipment both by maintenance department 
and the manufacturer or vendor. 

6. Have a suitable storage place for all such 
equipment. 

7. Keep equipment clean and mobile parts well 
oiled. 

8. Pay particular attention to electrical connec- 
tions. 

9. Have spare parts available for emergency re- 
pair. 

With a workable system incorporating the afore- 
mentioned points, as well as some that may not have 
been included in this brief discussion, many thou- 
sands of dollars may be saved, the life of the portable 
equipment prolonged, and the maximum of service 
obtained from the apparatus. 
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The Cancer Patient and the General 
Hospital 
H. L. SCAMMELL, M.D. 


Assistant Medical Superintendent, Victoria General Hospital, Halifax, Nova Scotia 


O.. OF THE CONFUSION of the Middle Ages 
cancer emerged as a fairly well recognized disease. 
By the beginning of the nineteenth century it had 
been closely studied as a clinical entity. The de- 
velopment of the microscope and the consequent 
study of histological pathology in the latter half of 
that century mark the beginning of our knowledge 
of cancer from the standpoint of the laboratory. In 
fact, so engrossing was this laboratory study that 
the clinical research aspects of the problem were for 
several years neglected. Now, it is generally agreed 
that, in future, both must work hand in hand, both 
in research and in treatment. 


With all the work so far accomplished, the cause 
of cancer remains still the great mystery. We know 
what happens, but what starts it happening we do 
not know. It would appear that one of the most 
fruitful fields for future investigation as to the 
cause lies in the realm of the ductless glands of 
which, as new discoveries are made, the scope of 
diversity of activity and inter-relationship becomes 
more and more complicated. But it is reasonable 
to suppose that these mechanisms which influence 
tissue growth and tissue repair from the moment of 
our birth with an amazing exactness should be the 
identical mechanisms, in an abnormal state to cause 
the over-repair of damaged tissue, the insane hyper- 
development and spread of a normally benign group 
of cells to which we give the name of cancer. If 
one could further speculate a moment, study the 
causes of death in this continent, and note the in- 
creasing toll of cardiovascular disease, still tower- 
ing above cancer, one would almost grasp the idea 
that arteriosclerosis, involving towards middle age 
or earlier, certain ductless glands resulted in the 
production in the body of this cellular stimulator 
without its normal neutralizing substances, causing 
at the site of constant minute traumata a resultant 
malignant growth. I mention this merely to show 
a field of exploration which may reveal the great 
secret and at the same time to point out how such 
speculations in days gone by and at present are in- 
volving hospitals in the United States and Canada 
in the expenditure of thousands, perhaps millions of 
dollars yearly in research on cancer and allied sub- 
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jects for which they are neither adequate in equip- 
ment or personnel, to justify the effort. 

The secretly cherished desire to be the “first to 
find” lies in the hearts of us all. Many remarkable 
scientific discoveries have been made by lone work- 
ers, but the day of the lone worker is over. Cancer 
research must, in future, be carried out from a lab- 
oratory standpoint in centers provided with ample 
money, ample material and ample brains. Recently 
a painstaking piece of work was done by a pro- 
fessor in one of our medical schools which, although 
accomplished, did not reach publication; after much 
toil it was found that the same work had been suc- 
cessfully performed and the results published twenty- 
five years before. This is not likely an isolated case 
if the truth were revealed. So at the beginning let 
me warn you that if you represent a general hos- 
pital treating cancer do not be induced to finance 
laboratory research unless you have the pre- 
requisites I mentioned, which few indeed have. If 
you want to do research, do clinical research of 
which I shall speak more later. Your contribution 
in this field may be of great value, while in labora- 
tory research it will likely prove valueless and will 
certainly prove expensive. 


Present Trends in the Treatment of Cancer 

With this by way of introduction, I wish first of 
all to point out a few of the important trends in the 
present treatment of cancer. In the first place, 
there is a definite move towards centralization of 
effort. It is becoming recognized that the small hos- 
pital has little place in the treatment of cancer, unless 
it is a most unusual one. Rarely has it the trained 
staff, and the special and expensive equipment 
necessary to treat the disease, according to our pres- 
ent ideas, with the best prospects of recovery. Group 
effort is now replacing the individual one and the 
large general hospital is finding itself looked to 
more and more as a cancer center. 

Where a center of population justifies it, you find 
a cancer hospital treating that disease and nothing 
else. With the: general public several years will 
elapse before the demand for such special institu- 
tions will make their number great, as the suf- 
ferer very often considers his case hopeless when 
he is admitted to a cancer hospital and day after day 
associates with similar sufferers, all of whom look 
to the future with secret fears, if not openly mani- 





fest ones. This psychic atmosphere does not prevail 
in the general hospital where the spirit of optimism, 
the confident expression of fighting a good fight and 
winning, on the part of the average case, gives the 
sufferer from cancer a feeling that he, too, may win, 
and he does not see in his mind’s eye “All Hope 
Abandon, Ye Who Enriter Here,’”’ engraved above the 
hospital doors. 


A Prophesy and a Warning 

The past five years have seen great development 
in x-ray equipment for treatment and in ideas con- 
cerning it. Pre-operative and post-operative x-radia- 
tion plays a part in many cases, the latter often re- 
quiring a long stay in hospital for a bedfast patient. 
This, in itself, leads me to make a prophecy and to 
sound a warning. The prophecy is that if the pres- 
ently accepted practice of prolonged x-ray therapy 
is continued, that many large hospitals will soon 
have to increase the number of beds for cancer 
patients for this reason alone, that the turnover will 
be about one-half what it is for the general hospital 
case. Now, for the warning! How many of you 
secure a signed and witnessed consent for x-ray or 
radium treatment from your patient? I fear some 
have neglected it, and if so you may live to regret it. 
The longer x-ray treatments are often followed by 
severe reactions unpleasant to the physical feelings 
and not undisturbing to the mental processes of 
the patient. There is a feeling that they have not 
been properly treated, that they have been burned. 
Soon there is a lawsuit against you. You may win 
at considerable expense and lose at infinitely more. 
Take no chances. Get a signed consent and see that 
it clearly indicates that consent was given after the 
nature of the treatment was explained to the patient, 
any dangers possible and the hoped for results. Such 


consents correspond to the surgeon’s “hypnotic 
sutures” for the hospital administrator. 


Radium in the Treatment of Cancer 


The use of radium either in the form of the ele- 


ment or emanation continues its original degree of 
usefulness. A simple emanation plant, once con- 
structed, is economical to operate, is highly efficient 
and removes the possibility of losing the element. It 
requires the supervision of a physicist, however, a 
most useful adjunct to the radiological service. Not 
a few hospitals loan radium in one form or another 
to outside physicians and hospitals. I believe this 
should be discouraged in most cases. Radium loss 
may be covered by insurance, but placing in the 
hands of inexperienced persons, in many instances, 
an instrument so powerful carries with it a degree 
of moral responsibility which cannot be lightly dis- 
missed. The cancer patient demands the best we 
have at the shortest notice. If the attack is inade- 
quate in force, the battle may be forever lost. 


Surgery in the Treatment of Cancer 

Within the past year, I am informed, a new spirit 
is abroad in England of which we might take a little 
with profit. The English surgeon grew introspective 
and asked himself whether his surgery had improved 
in the treatment of cancer since the advent of radia- 
tion therapy, and was obliged to answer in the nega- 
tive. Too much was left for x-ray or radium to 
destroy after the operation was over, with frequently 
unsatisfactory results. It follows that the English 
surgeon is now focussing all his attention on as com- 
plete an operation as it is possible to perform and 
I believe with gratifying results even when radiation 
is not employed. It behooves hospitals treating 
cancer to exercise supervision over the surgical work 
with the same end in view. 


The Cancer Patient in the Hospital 

Now, having glanced briefly at the trends in can- 
cer treatment, let us turn to the cancer patient him- 
self in hospital. 

Because there are more poor than well-to-do peo- 
ple in the world, coupled with the fact that sources 
of physical irritation are more common among work- 
ers than idlers, cancer is most frequently seen in 
those of limited financial means. Ward accommoda- 
tion in hospitals is, therefore, in the greatest demand. 
This frequently leads to complaints from a nearby 
patient, probably not a sufferer from cancer who 
objects to the odor or the appearance of his neighbor 
or his dressings. Not infrequently there is a fear 
of contagion. Such complaints are not unreasonable 
and administrators often seriously consider cancer 
wards or a cancer department as a solution to the 
problem. But, not all cancer cases are offensive, 
and moreover, the patient with a far advanced rodent 
ulcer of the face may be highly disgusted at the odor 
from his neighbor with a colostomy and vice versa. 
This, therefore, is not an adequate solution. Con- 
sidering it from all its angles, I believe that general 
ward cancer cases should share the wards with other 
patients, not so suffering, with ample provision made 
for the isolation of those in any way objectionable. 
The objectionable case often deeply appreciates the 
privacy, the inoffensive one is equally gratified at 
being able to associate with others not suffering from 
the same complaint. We must remember that our 
patient is frequently old and friendless. Routine 
and efficiency should not obscure the fact that kind- 
ness and the attempt to create a congenial atmos- 
phere are things never to be forgotten by the hos- 
pital administrator and for the aged these are par- 
ticularly desirable. 

The sufferer from malignancy being old and often 
quite ignorant is frequently stubborn and_non- 
cooperative. These are barriers to treatment and 
require to be eliminated or reduced before success 
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is obtained. Extra diplomacy, tact and cheerful- 
ness on the part of attendants are very necessary. It 
is much easier to keep old Bill Jones amused in a 
book or a paper than having him continually pick- 
ing his rodent ulcer with his fingers, retarding its 
healing, and implanting a secondary infection which 
may result in erysipelas and death. If these patients 
grow to dislike the hospital they will not return when 
requested or delay it altogether. Much good work 
is thereby nullified because it has not been followed 
to a conclusion. 


Daily Medical Supervision 

A very important item to which too much atten- 
tion cannot be paid is securing immediate treatment 
on admission for the sufferer and daily medical super- 
vision. No case is so likely to slip into a backwater 
and be passed by in making rounds as the hopeless 
cancer patient. This is unsatisfactory to the patient 
and at the same time slows up the turnover of 
patients. It should be one of the requirements of 
your cancer clinic that all patients in whatever stage 
be seen at least once daily by a member of the medi- 
cal staff. Although hopeless, the case may be one 
in which great suffering may be alleviated by pallia- 
tive methods. 


The Cancer Clinic 


Every hospital caring for cancer cases should have 
a cancer clinic. The minimum standard for cancer 
clinics has, after careful study, been drawn up by 
the American College of Surgeons. It is a most 
reasonable standard, with but one end in view— 
adequate service to the patient. If you have not a 
cancer clinic in your hospital, establish one; if you 
have one, get it approved and keep it approved. 


Important as social service is in every branch of 
hospital work, it is of transcending importance in 
the work of the cancer clinic. The worker may be 
a most valuable aid in reducing anxiety about home 
affairs in the patient forced to remain several weeks 
in the hospital and, perhaps, prevent his leaving pre- 
maturely. The hospital contact is followed through 
to the home. His surroundings may have in a meas- 
ure contributed to his present condition and will need 
to be amended before he returns to them. Maintain- 
ing the standards in the home required by the hospital 
of the patient who, for a time, must largely care for 
himself, needs constant encouragement ; and finally, 
the return promptly to the hospital at the time re- 
quested can only be gained in many cases through 
the medium of social service. 


Clinical Research 


I began by drawing your attention to the need 
for clinical research. Let us dwell upon it again 
for a moment. We know an immense amount about 
cancer in mice and guinea pigs, but now it is time 
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to consider human beings. We cannot use humans 
as experimental animals, but the knowledge gained 
by careful systematic observation of an immense 
number of cancer patients using the knowledge 
gained from the laboratory to the fullest degree can- 
not but yield further information of the greatest 
value. The way to secure this is through your can- 
cer clinic. Let each group study and report the 
results. From this may come the clue which in the 
hands of the well organized and equipped research 
laboratory may open the gates of new hope. That 
end, I say again, can only be reached through clinical 
research organized and ample in scope, correlated by 
laboratory research, centralized and performed with 
the highest skill. We have been led too many times 
in the past few years to “Pools of Bethesda” without 
virtue in them. We must not travel thus again. The 


next time a cure for cancer is announced it must 


be a genuine remedy. It is up to hospitals to re- 
main sane and stand firm. Let us not be carried 
away by irresponsible enthusiasts, but follow the 
paths indicated and I am convinced we shall be do- 
ing our best to reach the goal. 

In closing I think it is fitting to direct your atten- 
tion to the probable need of more accommodation 
for the care of malignant disease. It is believed that 
these diseases are on the increase, over and above 
the fact that public education and improved diag- 
nostic facilities are picking out cases formerly un- 
recognized. Consider these facts: the new case 
enters hospital, is treated and discharged; he is re- 
quired to return for further care in three months; 
his treatment lasts from seven to twenty-eight days 
on an average during which time it is often essen- 
tial that he be an in-patient; if far advanced, he 
often returns thus at regular intervals for three 
years; if early and favorable, he is under similar ob- 
servation for five years or longer. Is it not clear 
how our need for more beds will develop? Just like 
a pyramid from apex to base—a hundred today, a 
legion in ten years. So in times of plenty prepare 
for future need. 

Cancer has now become a public health problem 
in the same manner as tuberculosis. We must not 
be slow to recognize this. From the hospital stand- 
point there must be neither petty jealousy nor self- 
ish motive. The smaller hospitals must see these 
patients gravitate to the larger centers where greater 
facilities for treatment exist, without a murmur. 
The large hospitals which receive them must provide 
an adequate service. They must face the prospect of 
a great group of unprofitable patients for many years 
to come with preparedness and foresight. Cancer 
offers a challenge to the medical skill of the world. 
It behooves the hospitals of the United States and 
Canada to accept their part of the challenge and 
acquit themselves with honor. 





The Spirit of Christmas in the Hospital 


OLA GLADYS HYLTON 


Assistant Director, Social Service Department, University Hospital, Ann Arbor, Michigan 


Bone: YEAR CHRISTMAS at the University 
Hospital brings us something new to think about 
and enjoy as a return of previous interests or activi- 
ties make for happy participation. Perhaps as we 
grow older our ideas of Christmas change, the get- 
ting changes to giving and we seek to bring some- 
thing of value not necessarily monetary to the other 
person. Have you thought of what Christmas does 
mean, has meant, and can mean to you? What is 
the significance of the Christmas tree after the tinsel 
and snow have dropped off and the pine needles 
dried up? What is essential in your plan for Christ- 
mas? There is the bustle of preparation, some 
noise, much fun, families, friends, something to eat. 
The purpose of our Christmas celebration in the 





hospital is primarily to bring the spirit of the season 
through music, interests, and activities in which the 
patients as well as those who contribute may partici- 
pate. In no other season of the year do we find such 
an opportunity for creative work as at the Christmas 
season. 

The making of decorations, tree trimmings, and 
cards is begun long in advance of the actual day. 
The patients always enjoy helping with the prepara- 
tions for Christmas. Some of the ornaments such 
as bells, balls, stars, lanterns, and ring chains are 
made from fancy wrapping paper, tinfoil from boxes 
and packages, gold and silver cloth, and cones from 
the trees as well as many other things. Many of 
the men as well as the women are interested in learn- 


Christmas Morning in the Children’s Ward 
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Around the Ward Christmas Tree 


ing how to make these inexpensive and durable dec- 
orations so they may teach their children to make 
them. Some with a little suggestion from the teach- 
ers worked out new ideas to be used for ornaments. 


Planning the Decorations 


Paper decoration of Christmas scenes, candles, 
and Santa Clauses made by the patients were pasted 
on some of the ward windows. Men and women 
were interested in working on this project as here 
again it gave them ideas to take home with them. 
Long before the decorations were put up they were 
trying to visualize them as they would be used. 
There are decorations throughout the hospital made 
and designed by patients. Live trees are sometimes 
received from organizations after they have had 
their party. These are decorated with ornaments 
made by patients who are able to make them. This 
process starts early in December bringing the thought 
and spirit close to everyone who is able to assist. 


Many things which are usable in a home are not 
practical in the hospitals—too many people handle 
them—the wear and tear is too great, there are too 
many hazards involved. Each decoration and orna- 
ment must be scrutinized carefully. An ornament 
which may be pretty, bright, and shining and at- 
tracts the attention of the little girl or boy, makes 
him want to feel it—and then it breaks in his hand, 
gives disappointment and discouragement in his proc- 
ess of learning. One little boy from the Northern 
Woods was particularly thrilled with the lovely green 
Norway spruce given to us by the Forestry Depart- 
ment when they were thinning their trees. He 
couldn’t get close enough to it and he kept moving 
his chair nearer and nearer until he sat directly under 
it, then he exclaimed, “Gee, this smells like home.” 
This was something familiar. 


While it is important to have pretty things, yet 
there must be something the patient can actually 
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feel if he wants to do so. The ornaments are dura- 
ble, may be stored from year to year, are inexpensive 
and afford pleasure to many who can give their 
time and energy to the preparation. They include 
Christmas figures made from flour and salt, holly 
made out of clay and paper, toy cut-outs made of 
paper, tin foil stars, squares and circles. Wherever 
there are trees available they are used on the wards, 
sometimes lighted and sometimes not, according to 
what we have and what the patients want. 


On some of the large windows on the children’s 
floor there is a good sized Santa Claus with his pack 
of toys, overlooking the snow-capped roofs of the 
nearby houses upon which the moon is shining. 
Santa and the moon seems to have a secret together 
because they are laughing and winking. On other 
floors there are cardboard box fireplaces for sun- 
porches—Santa Claus landing on house tops, etc. 
Last year the children made Santa’s castle from flour 
and salt. It was lighted and the children loved it. 
One of the windows was recently decorated with red 
reindeer, Santa’s sleigh and trees. A little boy came 
bustling along in his wheel chair, winding his way 
in and out of beds trying to get to the window. 
Finally he made it. He looked at the window and 
then a broad grin came over his face as he said, 
“Gosh, I am going to make me a whole lot of them 
reindeer when I get back out of here.” 


The Program at the Convalescent Unit 


They have a delightful program at the convales- 
cent unit where patients are not quite so ill. Their 
plan is somewhat similar to that of the other units, 
namely, making of decorations, making of Christmas 
cards, many remodeled from used cards, making of 
gifts to send home, Christmas songs, poems, and 
stories. 

On the ninth floor we have the hospital school and 
library, the Galen Shop, the Kiwanis Playroom and 
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the outside roof. The Galen Shop is a delightful 
place where boys go to draw, saw, hammer, paint, 
and learn to do the type of work in which they are 
interested. At present their activities relate to the 
making of gifts for the members of the boys’ fami- 
lies. It is equally as important to learn to give of 
what you have as it is to receive what others have 
to give. 


They have built a large Christmas tree of beaver 
board and hung on it finished projects to be used 
as suggestions and patterns. The tree and projects 
serve as a stimulation to the boys to get things ready 
for gifts and the shop will provide them with little 
or no cost. Most children do not have money to buy 
gifts but are able to make several even in a short 
period. The materials used for the most part are 
scrap—packing boxes, orange crates, etc., in which 
hospital supplies are packed. The crates are cut 
and stored for their use. Some of the suggested 
projects were: Christmas tree standards; small 
Christmas trees with hooks to hang kitchen hot pads 

n; bread boards; spool animals; broom holders; 
door stops; tie racks ; bird feeders ; book ends ; wood 
turned nut bowls and various toys. 


The Children Plan Their Christmas 


In the Kiwanis playroom for their project this 
month the children have a nook set up for Christmas. 
They built a fireplace out of red paper with paper 
logs on the fire which is a light bulb. In front of 
the fire is a rocking chair, a rug on which a white 
dog and cat (stuffed animals) are lazily sleeping. 
There is a small organ with music in case any child 
is able to play. This scene built by the children 
will remain until after the holidays. In the mean- 
time you will find children gathered around it in 
wheel chairs, in beds or walking with casts, crutches, 
etc., participating in the story hour and musical pro- 
gram. They are learning and living Christmas. 
The planned project for the month has been designed 
to create and stimulate interest in Christmas as 
known in many lands, to give the children the actual 
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feel of Christmas through stories dramatized, 
through music, songs, and legends. By this method 
they are led up to it with enjoyment and understand- 
ing. The parents are continuously kept informed at 
every step of preparation through letters, since they 
are as intimately concerned as the children. This 
year all of the children agreed on a letter written 
and designed through the efforts of many children 
to send to each child’s parents. The top of the 
letter had a reproduction of the fireplace built in 
their playroom and one child added a poem. It 
expresses their own idea and reaction to the active 
part they played in planning their own Christmas. 


The Visit of Santa Claus 


Large red and green stockings are available for 
all children in the hospital. Each stocking contains 
something to do and something to play with. It is 
tied at the top and has card attached bearing the 
child’s name and location. All children receive prac- 
tically the same type of thing within our resources. 
Doodle bags which are small, attractive bags made 
by interested individuals filled with envelopes, writ- 
ing paper and pencils may be available for men, bed 
jackets made by the King’s Daughters from light, 
attractive materials, feather stitched in colored 
thread and wrapped in cellophane bags are given to 
women. 


Santa Claus with his truck containing red and 
green stockings for the children’s floor enters the 
ward with sleigh bells and carrying red and green 
balloons. He calls each child by name as he pre- 
sents the balloon and stocking. Santa is followed by 
music as he leaves but happy little children start 
delving into big stockings to find something which 
makes for many “Ahs” and “Ohs.” 


Santa Claus goes on to the adult ward with his 
balloons, cellophane candy bags, doodle bags, and 
bed jackets. Lovely Christmas cookies in all shapes 
and designs made especially by women who pride 
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themselves in ‘this particular art bring exclamations 
of joy and delight from young and old. 


The Choirs sing throughout the hospital bringing 
familiar carols and Merry Christmas. 


Making a Real Christmas for the Patients 


The people who make Christmas possible have 
their reward in the joy found in the red stockings 
or the colorful package. They have been sewing 
and planning for a long time. Dozens of doll dresses 
and other apparel have been made for the young 
girls to have in their pretty red stockings. The at- 
tractive bed jackets are made in the heat of summer 
but on a snowy Christmas day they add a little 
warmth that brightens the season. 


The generosity of individuals extends Christmas 
throughout the year for hundreds of patients who do 
not share in the Christmas season. The small wash- 
ing machine has heavy usage to keep the doll clothes 
freshly laundered in the playroom. The doll basi- 
nets and tubs have tender care by little girls and 
boys who keep their babies scrubbed clean. The 
vehicles carrying one, two or even three exercise 
daily. The child in heavy casts can ride in the side 
car, while the boy who is learning to use his artificial 
leg produces the motor power. Scrap books are a 
source of pleasure for patients in the contagious unit 


during any season. A book is a life time friend. 
One little boy who had been terribly sick and was 
very frail had no interest in anything until the 
teacher brought him a treasured book of fish. He 
became so interested that he designed his own fish 
book and this led to stimulated interests in many 
activities within his slender strength. Fish, frogs, 
turtles, and other interesting things provide avail- 
able material for nature study. The sharing of gifts, 
of ideas, and planning within each person’s capacity 
makes the spirit of Christmas which reflects and 
echoes down through the long corridors for all sea- 
sons. 


To plan Christmas for a small family of five or 
ten is one thing, but it is quite another story to plan 
for a thousand or twelve hundred. Our resources 
are those made available through interested individ- 
uals, organizations, and clubs who wish to give a 
little for this or that. By careful planning it has 
been possible to give joy and happiness at Christmas 
and throughout the year through those things 
which may last, a book, a magazine subscription, a 
doll, a toy, etc. We do not attempt to give very 
much to anyone. If we have been able to express 
the spirit of Christmas through the gifts and efforts 
of many participants year after year, not only at 
Christmas, but extending throughout the year, we 
have perhaps given something of lasting value. 








The Role of Business and Industry 
in Hospital Support 


Every community that has a hospital, whether it 
be a metropolitan center or a rural town, looks to 
men and women prominent in its professional, busi- 
ness, and industrial circles for support of its institu- 
tions. The interest which these men and women so 
generously give to this work is among the most 
valuable assets which any hospital can possess. 

In an editorial, under the title of “To Heal the 
Sick,” the Wall Street Journal of November 10, says: 

“It is no new thing to see men of high position 
in industry, finance and the professions give freely 
of their time and energies to community causes of a 
wholly humanitarian nature. But the composition of 
this year’s commerce and industry committee of the 
United Hospitals Campaign is a particularly striking 
illustration of this disposition among the busiest men 
of affairs. It encourages us to believe ‘that, con- 
trary to what we have been told lately, the more 
fortunate and successful of Americans continue to 
feel keenly a sense of obligation to their fellow 
creatures in need of help. 
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“These men, several score in number, could hardly 
submit to added pressures on their scant leisure hours 
in a better cause. The institutions to benefit from 
this canvass include all in Greater New York which 
render service to the afflicted of little or no means. 
It is a sadly familiar fact that the demands upon the 
public hospitals of the city have greatly increased 
during the past several years, without a commen- 
surate increase in their financial means of carrying 
on a literally indispensable work. 


“One must hope and may well expect that the 
United Hospitals Campaign now about to open will 
prove more than usually productive. But the out- 
come, of course, does not depend’ wholly upon the 
energetic and unselfish persons who have taken up 
It will be determined by the 
responsiveness of thousands to their appeal on be- 


the committee burden. 


half of a charity to which no one can be indifferent, 
even though one can slip into negligence about it.” 
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The Scientific Value of Records and the 
Proper Classification of Disease 


A Symposium 


From the Standpoint of the Pathologist 


J. H. Clark, M.D. 


Chief of Laboratories, 
General Hospital, Philadelphia 


Hardly anyone would question the first part of 
the title of this symposium, but certain features must 
be critically examined, namely, the individual rec- 
ord, the collected records and the purpose for which 
they are to be used, before unqualified endorsement 
is given to the statement. 


The value of the individual record will depend 
first of all upon: 


(A) The type of record, whether chemical, bac- 
teriologic, clinical pathologic, or pathologic. No 
permanent record of the chemical examination can 
be kept other than the written or typed report. With 
bacteriologic examination a subculture of the or- 
ganism isolated may be kept as a stock culture. In 
addition to the written record of the clinical patho- 
logic examination, blood smears, for example, may 
be retained for future reference. However, a part 
of the surgical pathologic or autopsy record must 
be a permanent microscopic section of the tissue 
examined, to be filed with a written report of the 
examination, in order that subsequent biopsies (or 
tissue removed post-mortem) may be compared with 
that originally received for examination. 


(B) In addition to the type of examination it is 
essential to know what method (technic) was em- 
ployed. This is most important when comparing 
the results of chemical examinations of the blood. 
For example, most of the methods employed a few 
years ago to determine the quantity of uric acid 
in the blood would yield results distinctly higher, 
about twenty-five per cent, than the more refined 
methods employed today. The same criticism might 
be raised regarding some examinations made in the 
field of clinical pathology, i. e. hemogloblin, etc. 


(C) Besides considering the type of examination 
and the technique employed one should know who 
performed the individual test. In many instances 
this may have very little influence on the ultimate 
result. In other instances it might convert very 
grave doubt regarding the result into complete con- 
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fidence. In general, examinations requiring extreme 
quantitative accuracy, are much more accurately per- 
formed by a trained analytical chemist than a well 
trained technician or intern. One would naturally 
have greater confidence in a report deviating mark- 
edly from normal, submitted by a chemist than in 
the same report submitted by a technician or intern. 
It is our practice at the Philadelphia General Hos- 
pital to check quantitative examinations greatly in 
excess of or below normal either in the original 
specimen submitted or in a second specimen obtained 
as soon after the first examination as possible. 


(D) In addition to the method, the performer. 
and the type of examination, one must know when 
the examination was made with respect to the clinical 
condition of the patient, his previous history, and 
medication. For example, an isolated blood urea 
nitrogen report of 50 mgm. per cent might suggest 
the possibility of a renal lesion. If, however, it 
were known that the patient, for the past forty-eight 
hours, had been suffering from a severe diarrhea and 
an inability to retain any fluids by mouth, one would 
feel confident that this suggested nitrogen retention 
was the result of dehydration and hemo-concentra- 
tion, rather than kidney disease. 


(E) All of the preceding variables indicate that 
the interpretation of a single laboratory examination 
should be made by one especially qualified in the 
type of examination performed. A biochemist, for 
example, is in a much better position to evaluate 
quantitative differences in chemical examinations, 
knowing the antecedent condition of the patient, than 
is the clinician, This is particularly true in dis- 
tinguishing between insignificant but wide varia~ 
tions in organic or significant but relatively small 
fluctuations in inorganic substances of the blood. So 
much for the individual record. 


If the value of the individual record depends upon 
the five qualifications noted above, the value of the 
collected records depends upon the efficiency of the 
method of filing, their availability and more par- 
ticularly their usefulness because of numerous cross 
indeces. 


The system of filing, of necessity, will vary with 
the location of the hosptial, the predominant type 
of disease entering the hospital, the interest of the 
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chiefs on service or of the director of the laboratory. 
It is unwise to recommend the adoption of a par- 
ticular system of filing in hospital “B” because this 
system has been efficient in hospital “A.” The gen- 
eral character of the two hospitals may be entirely 
different. 


The Central Filing System 


From the standpoint of general hospital efficiency, 
a central filing system seems the most desirable, if 
the record clerk in charge is interested in the effi- 
ciency of the system and has sufficient initiative and 
clerical help to institute numerous secondary files 
with appropriate cross-indices. A certain amount 
of decentralization, however, is unavoidable. In the 
laboratory of a rather large hospital, such as the 
Philadelphia General, with a large staff and numer- 
ous isolated units, a decentralized system of filing is 
much more efficient, particularly since this decentral- 
ization permits secondary cross indices, depending 
upon the necessity for keeping accurate account of 
certain types of cases or personal interest of certain 
individuals. I believe in the long run a decentralized 
system of filing is best, but it necessitates a certain 
amount of reduplication. 


A Decentralized System 


The system in use in the laboratories of the Phila- 
delphia General Hospital will serve as an example 
of the decentralized system. I will outline briefly 
the methods we employ to illustrate the value we 
assign to our records. 


1. In the central record room in the laboratory 
building, is a cross-index file, name and number, of 
an unbroken series of post-mortem examinations ex- 
tending from 1867 to the present, totaling almost 
33,000. The post-mortem protocols are bound in 
volumes by serial number, 100 per volume. The 
character of the bound volumes has varied to a cer- 
tain extent, depending upon the type of clerical help 
and the number of necropsies performed each year. 
There is also a cross-index of anatomic-pathologic 
lesions and a special anatomic file of all cancer cases. 


2. In the division of pathology of the laboratories 
are filing cabinets with slides from all surgical speci- 
mens and autopsies; paraffin blocks of these slides 
are also on file. There is a name and number for 
all surgical specimens and another for lesion by 
anatomic region and number. The typed reports of 
our surgical specimens are kept in bound volumes 
in serial rotation. All autopsies or biopsies of pa- 
tients with blood dyscrasies are also cross-indexed 
mainly because of the interest of the head of this 
division in hematology. 

3. All tissue, nervous in type, whether from op- 
eration or autopsy, is referred to another division of 
the laboratory, namely neuropathology. In this di- 
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vision there is a serial number and name record as 
well as a cross index of lesion. Corresponding 
microscopic slides and celloidin block are also avail- 
able. Both these divisions supply specimens to our 
museums, notation being made of this fact on the 
protocol or surgical report. 

4. In the division of bacteriology are two files, 
one a cross-index, source and name file chronologic- 
ally arranged with the results of the bacteriologic ex- 
amination; and the second a serologic (Wasserman 
and Kahn) name file also chronologically arranged. 

5. In the division of chemistry the results of all 
chemical studies are entered chronologically by pa- 
tients’ names into separate record books, according 
to the type of examination. 

6. In the division of clinical pathology we keep a 
record of certain (positive) examinations (G. C. 
smears from eyes, etc.) ; certain blood dyscrasias 
with their blood smears, etc. 

7. In the library of the laboratory are alphabet- 
ical indices of all reports during the year from the 
divisions of chemistry, bacteriology and serology and 
clinical pathology, with the exception of urinalyses. 
No permanent record of the latter is kept because of 
lack of space. These files are emptied and begun 
anew each year. 

8. In separate files in the special laboratory 
housed in the Department of Metabolic diseases, is 
a record of all chemical, metabolic (B.M.R.) and 
clinical pathological examinations relating to such 
cases, completely cross-indexed, enabling one almost 
at a glance to tell, for example, the average height of 
blood sugar on admission in cases of coma or acido- 
sis, the CO, content; W. B. C. ete. 

9. Lastly the photographic division of the labo- 
ratory keeps on file all films made with appropriate 
cross-indices, allowing it to supply prints or lantern 
slides of a variety of conditions for teaching pur- 
poses when asked. 


This system as outlined seems quite cumbersome 
but custom and usage has made it very useful. On 
very short notice, for example, I am able to obtain 
the yearly number of cases of meningitis due to 
meningococcus, pneumococcus, etc., for the past 
several years ; or the number of positive pneumococ- 
cic blood cultures according to type by consulting 
the appropriate records in bacteriology. Similarly 
within a few moments I can tell by year, the number 
of cases of gastric carcinoma that we had posted in 
a given number of years, or the number of basal cell 
carcinomas; or the number of cases with B. U. N. 
less than 10 mgm. per cent; or blood calcium over 
12 mgm. per cent etc. 


Three Values of Collected Records 


A study of such collected records may be of value 
from three general standpoints: 1. Historical,’ 2. 





Scientific Applied and 3. Scientific Academic. The 
age of our hospital over two-hundred years, -the 
number of eminent physicians, formerly serving as 
chiefs of staffs, Rush, Gerhard, Agnew, Stille, Pep- 
per, Osler, to mention but a few, has imbued most 
of the present staff with a spirit of pride in its his- 
tory. 


From the practical standpoint collected data may 
be of local importance and is usually unpublished? 
or of general interest and importance in whih case 
it may be published.*. As examples of unpublished 
practical importance, | might mention that over a 
four-year period we have been able to show con- 
clusively that blood cultures taken by a permanent 
member of our bacteriologic staff yield fewer con- 
taminations and more positive results than cultures 
taken by one of the rotating intern staff. Of prac- 
tical but general interest would be the report pub- 
lished by one of my resident pathologists and visit- 
ing chiefs regarding the incidence of nonstenosing 
esophageal carcinoma accompanied by  substernal 
pain, but unassociated with dysphagia. 


Or the collected records may yield data not only 
of a scientific nature, but of practical value, for the 
local and general medical public. A recent investi- 
gation of Trichomonas Vaginitis’ has shown that 
twenty-five per cent of our dispensary patients suf- 
fering from this condition, could be treated more 


adequately if segregated from the general gynecologic 
dispensary with a saving of the time of the attend- 
ing physician and an increase in the efficiency of both 
dispensaries. 


The scientific academic value of collected records 
may consist in presenting a new type of disease, in 
modifying the probable explanation of a well recog- 
nized laboratory examination,® in changing former 
concepts of disease’ or lastly in supplying statistical 
data regarding certain conditions.* 

The second portion of this paper “The Proper 
Classification of Disease” is dependent primarily on 
the first part “The Value of Scientific Records.” 
Their evaluation, interpretation and importance in 
helping to make the diagnosis are well recognized. 
For this, isolated laboratory examinations are prac- 
tically useless. All laboratory data must be corre- 
lated with the history, physical examination, and 
clinical course. Unexpected findings at post-rnortem 
must be considered in the light of antecedent symp- 
toms, to explain the differences with the observed 
condition of the patient. Frequent review of micro- 
scopic slides in cases with doubtful diagnoses, in 
the light of additional clinical pathologic material 
may offer the possibility of recognizing new disease 
entities or of making a probable diagnosis before the 
disease has become sufficiently advanced to present 
the characteristic microscopic appearance, or of con- 


verting a doubtful pathologic impression into a posi- 
tive diagnosis. 


Frequent review of records of various types, in 
conjunction with the clinical course, helps materially 
in establishing more firmly certain disease entities. 
The main facts, upon which the diagnosis of most 
diseases rest, are fairly well recognized and agreed 
upon by most physicians. Unfortunately, however, 
differences exist regarding the correct term to apply 
to certain pathologic lesions. 


At the Philadelphia General Hospital there are 
more than 300 physicians on the visiting staff, ap- 
pointed from our six medical schools and non-teach- 
ing institutions. Therefore it is almost impossible 
to obtain uniformity in terminology in diagnosis and 
nomenclature of disease even in the commonest con- 
ditions. Attempts have been made in our medical 
board meetings to recommend the adoption by the 
medical staff, both clinical and pathologic of a stand- 
ard nomenclature of disease. The value of this pro- 
cedure is recognized by all but it has been difficult 
to obtain unanimity of adoption for several reasons. 


In general, disease may result from invasion of 
the body by bacteria which may be identified by 
culture or agglutination; or be caused by disturb- 
ances in biochemical equilibrium, which may be de- 
termined chemically; or result from morphologic 
changes in various organs, which can be recognized 
microscopically but which may possibly be of un- 
known etiology. The observed changes, recogniz- 
able in the laboratory may be due to a primary dis- 
ease alone (Leukemia) or be the result of a secon- 
dary complication (atrophy from pressure; hemor- 
rhage from the rupture of an arteriosclerotic vessel, 
etc.) Data are also being accumulated which sug- 
gest that so-called functional diseases are associated 
with, if not due to, demonstrable chemical and 
morphologic changes in certain tissues. 


Nomenclature of Disease 


Several classifications of disease have been pub- 
lished. Some have dealt with the nomenclature of 
disease used in coding, museum specimens, by deci- 
mal system (McGill and Army Medical Museum 
Systems, etc.), and have therefore naturally depend- 
ed on the pathologic lesions present. Others were 
offered for classifying recognized causes of death 
(Bellevue, etc.) again based largely on pathologic 
findings. 

PROPER CLASSIFICATION OF DISEASE 
Hist. + Phys. Exam. + Clinical Course 





= Diagnosis 
Lab. Exams. + Autopsy Findings 

Collected Data of Disease Syndromes 

= Classification 
Identification + Cause of Path. Lesions 
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If, in many or most instances, the proper diagnosis 
of disease rests or has rested upon the data of the 
laboratory, then it would seem that pathologists 
(those concerned with the performance and interpre- 
tation of laboratory examinations) should contribute 
largely to systems of nomenclature of disease. Un- 
fortunately, however, this is not the case. I speak 
from personal experience, since I am frequently con- 
sulted by our hospital record librarian to help in 
coding well recognized pathologic conditions not un- 
common, but not cared for in the code presented, in 
the most recently published Standard Classified 
Nomenclature of Disease.* This, however, must not 
be considered as a criticism of the effort to standard- 
ize the terminology of disease, for it is a minor de- 
fect and easily rectified and does not detract from 
the importance of the work, but should be accepted 
as a constructive suggestion to further a most worthy 
effort. 


To summarize then, I feel that the scientific value 
of records is unquestioned, but cognizance must be 
taken of the individual record regarding its type, 
method of performance, by whom and its interpreta- 
tion. The efficiency and completeness of the filing 
system are equally important as is the purpose for 
which they are to be used, whether historical, prac- 
tical, scientific or academic. The proper classifica- 
tion of disease compiled from accurate diagnoses, 
rests not on the clinician alone or on isolated labora- 
tory examinations, but rather on a careful study of 
collected accurate laboratory records together with 
the gross or microscopic changes observed in all 
tissues by the pathologist, correlated with the find- 
ings of the clinician. Close cooperation between 
clinican and pathologist with more help from the 
latter, offers the best method of properly classifying 
disease. 


1. Philadelphia General Hospital Autopsy No. 444, 9-7-88; 

performed by Dr. Osler. Experiment in Topographical 
Anatomy to determine location of heart valve in rela- 
tion to chest wall. 
Philadelphia General Hospital Autopsy No. 329, 4-22-88 ; 
performed by Dr. Osler. Experiments in Topographical 
Anatomy to determine best surgical approach for 
ventricular (cerebral) puncture. 
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five per cent of the committee preparing the classification. 
This, I believe, is a valid criticism. 
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From the Standpoint of the 
Oto-Laryngologist 


Hugh Gibson Beatty, M.D. 
Professor of Oto-Laryngology, Ohio State Univer- 
sity College of Medicine, Columbus 


The primary concern of the practicing physician 
is the individual patient, the curing of his diseases 
or the palliation of those diseases that are incurable, 
the correction of abnormal conditions, and the allevia- 
tion of suffering. In order to do all this effectively 
he must have both knowledge and skill—knowledge 
of the science of medicine, skill in the art of medi- 
cine. The knowledge he makes use of is only in 
part, perhaps only in small part, that which he has 
gathered from his own experience. Much of it has 
been gathered from the experience of many men 
working throughout the years. (For the science of 
medicine, like every other true science, is the sys- 
tematic organization of knowledge; and the ac- 
cumulation of this knowledge depends to a large 
extent upon the accurate and painstaking records of 
carefully made observations. Careful, intelligent ob- 
servation; accurate and ample recording of these 
observations ; judicial interpretation of the records ; 
and dissemination of the facts thus deduced—these 
are essential factors in the progress of modern medi- 
cal science.) The general practitioner may think that 
the specialist has the great advantage here; the spe- 
cialist may regard the research man as the one on 
whom progress depends. Each of the three, how- 
ever, has his own opportunities for observation, and 
each of the three may have the privilege of “adding 
to the sum of human knowledge.” 


The essential thing is a scientific attitude of mind, 
and among the important characteristics of the scien- 
tific mind are the power to observe and the willing- 
ness and ability to record correctly. Experimenta- 





tion plays its part, but in medical science—as in any 
science dealing with human beings—experimentation 
has definite limits. For this reason, observation of 
what comes to hand, and the record of such observa- 
tions, are all the more important. Most of us‘are 
quick to see general resemblances, broad similarities ; 
but it is the trained observer who sees the small but 
significant differences and who knows the value of 
recording them when he sees them. It is the trained 
scientist who knows that by the careful scrutiny of 
a series of routine records facts may be revealed that 
might otherwise never be suspected. 


Records as Tools to Increase Professional 
Efficiency 
Not only because of possible contributions to medi- 
cal science are well kept records of value. Their 
greatest value is undoubtedly of a more personal 
nature—value to the doctor who is responsible for 
the records and who, with his colleagues, makes use 
of them, and value to the patients who benefit from 
the added knowledge and skill of the doctor. A busy 
doctor cannot carry all the details of his cases in his 
mind, nor should he attempt to do so. It merely adds 
unnecessary weight to the burden he must unavoid- 
ably carry. To him, as to many other men whose 
work is essentially intellectual, the written word is 
a tool to increase his efficiency. 


A review of the recorded findings of the physi- 
cian in charge, the various laboratory reports, and 
the consultant’s notes, may often give a comprehen- 
sive view of a case that would be otherwise unob- 
tainable, and may afford information that is valuable 
in its conduct. Such a record of the conduct of one 
case may be of value in the treatment of another one, 
and the accumulated records of many such cases 
may furnish clues to the causes of the malady, to the 
course it usually runs, and to the best methods of 
dealing with it. 


What Records Should Contain 


The word “record” is a very inclusive one, and as 
generally used it is almost as likely to be applied to 
a hastily scribbled memorandum as to a carefully 
planned and well filled-in schedule sheet. To be of 
maximum value a record should contain whatever 
available information may have a bearing on the 
case, given in necessary detail, and it should be ac- 
curate, legible, free from ambiguous abbreviations, 
and properly signed and dated. To be of value in 
the making of broad interpretations records should 
be kept in such a manner as to make them a depend- 
able source of statistics. Consistency of form is 
desirable and uniformity of terminology important. 
Precise definition of terms is essential. 


The physician, his consultants, the intern, and the 
nurse, all know what they should record. Failure 


on the part of any of them to do this makes a gap 
in the record and trouble for the librarian. “Prog- 
ress notes” may be of the greatest value later in re- 
viewing, but they are easily overlooked at the proper 
time for entry, and are too often filled in in the rec- 
ord room at a later date—and so are incomplete. 


Those responsible for the report of their findings 
may in some instances be few in number; or in a 
long hospitalization or an unusual or complicated 
sickness they may be many, and their examinations 
and other observations many times repeated. Mem- 
bers of the Association of Record Librarians, know 
too well how often—especially in these latter in- 
stances—proper recording is not done. Later the 
medical review of the sheet fails to find just what he 
was hoping to find. 


Use of Proper Diagnostic Terms 


Failure to use the proper standard diagnostic 
terms (not one’s own private or pet terms) is one 
of the greatest errors on the part of the doctor and 
one that gives the record librarian great difficulty 
in completing the sheet for final filing. All physicians 
have access to generally accepted (if not today en- 
tirely satisfactory) volumes on “Terminology of 
Disease,” “The Examination of the Patient,” “Index 
of Differential Diagnosis,” “Standard Classification 
of Diseases,” and other works to aid them in filling 
out properly and clearly the “diagnosis column” in 


a generally understood and accepted way. 


Other Faults in Records 
Another serious error on the part of the doctor 
is the failure to record in sequence of occurrence 
at the time of onset any new or unusual symptom, 
or newly recognized complication. Such failure may 
eventuate in some significant symptom or concur- 
rence of symptoms being overlooked or minimized. 


One of the faults most maddening to the reviewer 
of the sheet is illegible handwriting. He knows that 
information has been recorded, but cannot tell what 
it is. 

Another disturbing act is for the consultant to 
word his consultation notes so as to give him “loop 
holes” through which later to “crawl out,” and orally 
to deliver an elaborate rather positive opinion. The 
consultant should write legibly and concisely, record- 
ing his findings in natural order of a complete ex- 
amination, and finally stating his opinion in detail 
and in as positive a manner as findings permit. Often 
some consultant’s findings and opinion may be very 
important before the case is ended, and if the con- 
sultation sheet is not filled out in detail some im- 
portant point is lost. 

The record of the hospitalization of a patient, 
either surgical or otherwise, in the field of oto- 
laryngology should record a complete observation of 


HOSPITALS 





the patient’s general condition aside from the ear, 
nose, or throat ailment, just as in other surgical and 
medical patients. 


The proper oto-laryngological record should con- 
tain: 


1. The usual hospital routine sheets. 

2. A concise, complete history of the patient’s 
present illness, and the occurrence of any previous 
ear, nose, or throat ailments, as well as other dis- 
eases, surgery or accidents. (Or present history, 
past history, family history. ) 

3. A detailed history of complications present or 
former, acute or chronic, traceable to involvement of 
these parts or distant organs. 

4. Since the resident or intern may not as a rule 
appreciate the value of certain signs or symptoms to 
the future of the record, the attending otologist or 
laryngologist should himself see that information as 
to these data or any other important facts shown 
by his office record is transcribed to the hospital 
record. This addendum is often necessary for a 
complete valuable record. Many hospitals are not 
equipped with the armamentarium to carry out cer- 
tain tests or examinations. If these have been made 
in the doctor’s office the resulting information, 
whether negative or positive, added to the hospital 
sheet greatly enhances the record value. 


Time does not permit discussion of the necessity 
of recording with completeness the examination of 
all otological, laryngological and rhinological patients. 
Later complications of disease or surgery of these 
parts are always serious, and a high percentage are 
fatal—so closely are they connected with the cranial 
cavity and blood and lymph streams; therefore the 
importance of detailed reports on such patients. 

In a personal communication Dr. MacEachern has 
given me some valued suggestions, and has kindly 
furnished some sample records that show what a 
really good oto-laryngological record should be. 
These have been passed around for your inspection. 

The data given on the various sheets comprising 
the record of the sojourn of a patient in the hospital 
may be the only available source of information re- 
garding that patient. He may have died, or he may 
have recovered and been lost track of, or the doctor 
may have died. If the record is incomplete there 
is no way to make good the omissions. Even if both 
doctor and patient are still living, the carefully writ- 
ten record is more to be depended upon than mem- 
ory. So generally is this fact accepted that in law 
contemporaneous record of any event is almost in- 
variably given more weight as evidence than is 
memory of the event. 


We Cannot Afford to Ignore the Value of Records 


This legal value of records we may consider as 
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practical rather than scientific, but it is a value that 
we cannot afford to ignore. The doctor should 
realize that he has committed to writing and signed 
a statement to perpetuate a knowledge of symptoms 
and history of the patient, of the malady that af- 
fected the patient and what was done under his 
direction to correct or alleviate the malady. He 
must consider it as an authentic official record of his 
opinions and advice concerning the patient, as well 
as his own acts regarding the conduct of the case. 
He must also remember that he signs for the actions 
of those who are to carry out his orders and instruc- 
tions. He alone, barring hospital carelessness or 
neglect, is responsible for the patient’s care and at- 
tention during the hospitalization period. The record 
that he signs may later stamp him as efficient, in- 
efficient, or careless, and if for any reason there 
should be occasion to use it as legal evidence it can 
be amended only by the court itself upon sufficient 
proof of actual mistake or omission. 


From the Standpoint of the Cardiologist 


Henry K. Mohler, M.D. 
Director, Jefferson Hospital, Philadelphia 


Observations unrecorded, however important they 
may be, are of little value, even to the observer, who, 
in many instances may forget them. The same is 
equally true about information gathered in any scien- 
tific investigation. At the time it may be considered 
relatively unimportant but additional facts gathered 
later on may be of the utmost importance in making 
possible the solution of many problems. Every one 
admits the scientific value of medical records, not 
only to cardiologists but to all physicians. The value 
is shared by the patient, if in a hospital, by this 
organization, by the attending physician and allied 
groups, and finally by the public. This is par- 
ticularly so in the field of cardiovascular disease, be- 
cause it occupies first place in the cause of death, 
public enemy number one so far as disease is con- 
cerned. 


The Record and the Patient 


The patient’s record is important to him because 
in it are recorded events which apparently may have 
little scientific value, such as when and where he 
was born and the occurrence of any associated im- 
portant or unusual circumstances. 


Heart disease, today being the leading cause of 
death, has had the ground work laid for its develop- 
ment and existence usually in some circumstance or 
disease suffered by the patient in early life. It is 
therefore important to the patient that some accurate 





scientific record should exist of the various states of 
disorder of mental and physical health that he. may 
have suffered and the full details, including such in- 
formation as its duration, symptoms, treatment, and 
results. 


If the physician or hospital fails to record the cir- 
cumstances relating to an individual’s health, then 
he would do well to keep for himself a continuous 
record as it relates to the state of body and mind, 
from time to time, and the probable cause and effect 
that these irregularities have had on his every-day 
life. Such records are often of the greatest scien- 
tific value to the patient and to the physician. The 
record may be of value because the information may 
help clear up legal questions that do arise with re- 
gard to industrial or health problems in connection 
with insurance or injury resulting from accident. It 
may serve to fix the manner and dates of the be- 
ginning of health disabilities, as a matter of scien- 
tific record in the study and the prevention of heart 
disease. 


The Record and the Physician 


The interest of the physician and the patient is 
mutual, so far as the details and accuracy of his 
record are concerned. 


The cardiologist is interested in knowing some- 
thing of the family history of his patient. The 
knowledge of the cause of death of one or both 
parents and the age at which death occurred is im- 
portant. A family history of death having occurred 
early, before fifty years of age, due to accidents to 
the cardiovascular system, such as cerebral hemor- 
rhage or thrombosis, angina pectoris or hypertension, 
is valuable information. Its scientific value lies in 
the direction of prevention of cardiovascular dis- 
ease, particularly of the degenerative type. Children 
with a family history of this type are advised to 
guard against being over active mentally or physically 
in any competitive field or in one requiring great 
stress or strain. They should be more moderate in 
their work, play, diet, and drink habits. With re- 
gard to the personal history, equally important facts 
of scientific value can be recorded in the prevention 
and treatment of cardiovascular disease. 


A record of the individual’s birth and events oc- 
curring soon thereafter, may disclose the presence 
of congenital lesions, inasmuch as ofttimes malforma- 
tions present in other parts of the body may assist 
in determining the etiology of an unusual heart mur- 
mur present in early childhood, otherwise difficult 
to explain satisfactorily. The history recorded of 
a prolonged fever during childhood, the etiology of 
which was not clear and associated with an illness 
frequently lacking in signs and symptoms, other than 


the symptom complex of fever may explain later on 
in life the presence of an enlarged heart due to 
chronic pericarditis or of a heart murmur being due 
to an attack of acute rheumatic fever. 


Scientific investigation and results have been ob- 
tained from a collection of histories of patients not- 


_ing the presence of growing pains, extreme nervous- 


ness, more properly terméd an attack of chorea, the 
occurrence of arthritis, tonsillitis and scarlet fever, 
and septic infections duly recorded, offers evi- 
dence of scientific value to help a clinical study of 
the damage that can occur to the cardiovascular sys- 
tem. This history may be on record in another 
physician’s office, a hospital or part of a patient’s 
personal notes. In any event it is all important to 
the physician who is a student of cardiology. 


Records of yearly health surveys including full 
and accurate notes on the results of physical exam- 
inations of the cardiovascular system afford a col- 
lection of scientific data with regard to the heart, its 
size, rate, its rhythm, the blood pressure, the quality 
of its sounds, the electrocardiogram and an x-ray 
of the chest, presence or absence of thrills, murmurs 
and shocks. 


Many reports on the condition of the peripheral 
arteries by palpation, by inspection and mechanical 
means have furnished records upon which has been 
based some of the more recent studies of peripheral 
vascular disease. The record of a previous diag- 
nosis with or without treatment of dysthyroidism and 
of venereal disease are evidences of vast importance 
in connection with the prevention and cure of cardio- 
vascular disease due to these causes. 


Detailed records of a large number of patients, 
available to a physician, are of particular scientific 
value, not only evaluating the types and the treat- 
ment used, but also in forming the basis for physi- 
cians to compare their results with regard to the 
effect of treatment of patients with similar diseased 
conditions. Such observations are of inestimable 
value to the physician and the medical profession in 
providing facts on which to build medical progress. 


The Patient's Record and the Hospital 


Here are recorded the observations made by physi- 
cians that may be valuable to other physicians, or 
the same physician at some future date. The in- 
formation possessed by the hospital staff as the re- 
sult of an analysis of its records of patients insures 
the most thorough study and care of cardiovascular 
disease and assists in assembling scientific facts on 
which are based new and improved methods of pre- 
venting, recognizing and treating heart disease. 


The hospital record should register more than the 
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fact that a patient has been in the hospital, the length 
of stay, the type of treatment, but should also show 
evidence that the patient has been properly advised, 
upon leaving the hospital, as to his future needs and 
care. If a readmission, why did the patient return? 
Wherein has the treatment been inadequate? How 
can it be improved? If the patient died, the record 
of the result of the anatomical changes and results 
of prescribed treatment. These records are of scien- 
tific value because in addition to comparison, the 
pre-mortem and post-mortem findings are necessary 
if progress in attacking the problem of cardiovascu- 
lar disease is to continue. 


The result of analyzing a large number of patients’ 
records, suffering with heart disease, has stimu- 
lated the public to be interested in cardiovascu- 
lar disease to a very large extent, giving support to 
medical research in this subject. The public is in- 
terested in enjoying long, healthy, useful, and happy 
lives. 


As a result of the compilation of medical rec- 
ords of a large group of patients suffering with 
cardiovascular disease and because of the physi- 
cian’s especial interest in this subject, both in private 
and hospital group, great advances have been made 
in the last two decades by analyzing records which 
disclosed valuable scientific facts. As a result new, 
better, and uniform standards for classification of 
cardiovascular disease were developed and used by 
the medical profession. 


This organized endeavor on the part of the public 
and the physicians developed into a national move- 
ment known as the American Heart Association. Its 
influence has resulted in a larger number of physi- 
cians developing and recording more accurately their 
knowledge as to family and personal history and 
seeking the etiological factor responsible for cardio- 
vascular disease. There was also noted with more 
accuracy the physical findings, checked with clinical 
observations, the blood pressure readings and in- 
creased use and study of electrocardiographic and 
x-ray findings. The social factor and follow-up care 
received more attention as a result of the better rec- 
ords and a more fitting classification of the type of 
cardiovascular disease was developed. 


The site and nature of each cardiovascular dis- 
ease is described, being divided into component parts, 
in the new classification and nomenclature. The type 
of the diseases affecting each classification as near 
as possible has an etiological basis. 


A combination of the part affected, with the 
etiological factor, furnishes the basis for the diag- 
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nosis of the clinical disorder present and gives the 
title to the basic diagnosis. The careful study of 
heart diseases has been advanced and better under- 
stood by physicians as a result of further subdividing 
the diagnosis advised by the Americatt Heart Asso- 
ciation and accepted by the Standard Nomenclature 
of Disease, by which the symptomatological, physio- 
logical, and altered structural changes are defined. 


Finally, as a result of experience, the information 
gained from scientific records, an analysis of dis- 
ability was made and a classification of the degree of 
disability has been developed and is in successful use 
by the physicians and hospitals throughout North 
America. This plan we owe to the efforts of the 
American Heart Association. 


The scientific value of records and proper classi- 
fication of diseases from the standpoint of the 
cardiologist has developed the following: 


1. It has stimulated increased interest in all phases 
of the study and prevention of cardiovascular dis- 
ease by the entire medical profession, who have re- 
sponded admirably to the organized efforts of in- 
terested physicians, and furthered by the efforts 
of the American Heart Association. 


2. The distribution of information and encourag- 
ing local groups in various parts of the United 
States to organize for the purpose of studying the 
problem in their locality has made valuable contribu- 
tions to the medical and sociological aspect of this 
large group of disabling diseases. 


3. Instruction has made available to the public 
the causes of and how to prevent heart disease, ad- 
vising them to consult their physicians, who have 
available abundant information on the subject, to 
which is constantly being added more scientific facts. 


From the Standpoint of the Obstetrician 


W. Benson Harer, M.D. 
Instructor in Obstetrics, University of Pennsyl- 
vania Medical School and Graduate School of 
Medicine, Philadelphia 


The medical profession in general and obstetri- 
cians in particular have been severely criticized in the 
lay press during the past few years because of the 
high maternal mortality rate in the United States. 
The fact that our maternal mortality rate is higher 
than that of most other civilized countries has been 





reiterated in quasi-scientific articles in many periodi- 
cals of wide distribution among women, and- has 
been exploited by popular writers of semi-scientific 
subjects, chiefly to their own financial benefit. Un- 
fortunately, a really accurate portrayal of the situa- 
tion with proper emphasis placed upon some of the 
important differences between our method of com- 
puting maternal mortality rates and the method in 
use in practically all other countries has not appeared 
in the lay press or at least has not come to my atten- 
tion. However, even with due allowance made for 
these statistical factors, our mortality rate is still 
too high and something must be done to reduce it. 


The medical profession has accepted the challenge, 
and has attacked the problem in many different ways, 
only one of which need concern us today. I refer, 
of course, to more accurate records and the proper 
classification of diseases. 


With the possible exception of internal medicine, 
no branch of medical science requires such a full 
and complete medical history and record as does ob- 
stetrics. The proper care of an obstetrical patient 
demands the investigation and recording of a multi- 
tude of facts connected with her entire life and to 
a lesser extent, with the lives of her forebears. You 
all are thoroughly familiar with the details of such 
a history. Let us then consider the value of such a 
record. 


The Value of Medical Records 


Medical records in general are of value in three 
respects: 1, To the patient. 2. To medical science. 
3. To the hospital. 


To the Patient 


From the patient’s standpoint, probably nothing 
is sO important as an accurate and complete medical 
record. 


Such a record is reliable evidence of the thorough- 
ness of her physician and safeguards her welfare 
in many ways. It is absolutely essential to a cor- 
rect diagnosis. In fact, any diagnosis that is not 
based upon a careful consideration of all the facts 
obtainable is little more than guesswork or a “hunch.” 


With a correct diagnosis as a starting point, a 
major victory has been won in our battle with any 
condition. From the correct diagnosis to the proper 
treatment is an easy step. Textbooks and medical 
periodicals enable us to institute proper treatment 
once we know what we are dealing with, but until 
that time little more than symptomatic treatment can 
be carried out. For example, a woman at the third 
month of pregnancy develops lower abdominal pain 
and vaginal bleeding. This might mean either a 


threatened abortion or an extra-uterine pregnancy. 
A correct differential diagnosis is highly important. 
Frequently the physical findings are not conclusive 
and the diagnosis must then be based largely upon 
the history. A reliable record, therefore, may save 
such a woman an unnecessary operation or, in the 
case of an ectopic pregnancy, may be the means of 
avoiding dangerous or even fatal delay in operating. 


An accurate medical record is frequently of value 
to the patient in that it enables the physician to an- 
ticipate certain complications and so either prevent 
them or at least be properly prepared to combat them 
successfully. Let me illustrate this by two personal 
cases. A short time ago a woman engaged my serv- 
ice for pregnancy care who gave a history of severe 
postpartum hemorrhage with a previous delivery. 
She was unable to give me any details of the case. 
I communicated with the hospital in which she had 
been delivered, and promptly received a detailed his- 
tory of the previous labor. Her hemorrhage had 
occurred seven hours after delivery and had nearly 
cost her her life. I, accordingly, took all possible 
precautions to avoid a recurrence of this complication 
or to combat it if it should actually occur. Iron and 
calcium were administered throughout pregnancy. 
Repeated blood counts were done. The patient was 
typed and a suitable donor obtained should blood 
transfusion be required. Everything was in readi- 
ness at the hospital for packing and for intravenous 
administration of saline and acacia. She had an 
easy spontaneous delivery and was perfectly normal 
until five hours later when she suddenly and without 
warning had a profuse postpartum hemorrhage which 
required packing, intravenous acacia and whole 
blood transfusion to control. I was extremely grate- 
ful that I had been forewarned and consequently 
forearmed in this case, and the patient probably owes 
her life to the precautions taken as a result of an 
accurate medical record. Some time ago a pregnant 
woman consulted me for confinement who gave a 
history of Cesarian Section in her only previous 
pregnancy two years before. Again she was unable 
to give me the facts of her case, and my own ex- 
amination gave no clue as to the reason for her 
Cesarian Section. The hospital in which she had 
been delivered, however, supplied me with full de- 
tails. She had had a classical Cesarian Section at 
the eighth month of pregnancy because of placenta 
previa. Then followed the most important bit of 
information. The patient had had sepsis and re- 
mained in the hospital four weeks after operation. 
The condition had been diagnosed as endometritis. 
This fact called for unusual watchfulness in her 
present pregnancy. Accordingly, I instructed the 
patient to return to me regularly every two weeks 
and to notify me at once if she developed any ab- 
dominal pain. I carefully examined the abdomen 
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every time I saw her. Upon occasion of her visit 
when about seven and a half months pregnant, she 
told me that she had had a pulling pain in the ab- 
domen for about thirty-six hours. Abdominal ex- 
amination revealed a soft tender area in the region 
of her old incision. I at once took her to the hospital 
and had her prepared for immediate Cesarian Sec- 
tion. At operation, the old uterine scar was markedly 
thinned out and stretched. Undoubtedly it would 
have ruptured within a few more hours. As it was, 
we obtained a living baby and the mother made an 
uneventful recovery. I excised the entire region of 
the old scar and hope that she may be able to carry 
another pregnancy without complications. We might 
go on definitely with examples of the value of ac- 
curate records in other conditions such as toxemia, 
syphilis, contracted pelvis, etc., but the foregoing 
cases will suffice. 


To Medical Science 


Let us next consider the value of accurate records 
to medical science. The physician who takes time 
to secure and record a full history is generally the 
one who does good scientific work. Such a doctor 
is able to eliminate much of the guesswork of medi- 
cal practice and so apply methods of treatment that 
will insure results. Although on first thought, the 
securing of such records might seem to be very 
laborious and time-consuming, actually they conserve 
the doctor’s time. 


In medicine as in all other lines of human en- 
deavor, a carefully worked-out system of doing 
things is always superior to and requires less time 
than a haphazard way. Furthermore, it is certain to 
be more complete. Full, written records relieve the 
physician of a great mental strain. It is entirely 
unnecessary for him to try to remember a mass of 
details, many of which he is sure to forget or to 
confuse with those of some other case. With a 
complete record instanily available, the physician 
develops a tranquility of mind and an air of justi- 
fied confidence in himself which must surely be re- 
flected by increased confidence on the part of the 
patient. Then too, it has an important psychological 
effect. 


The wise doctor will consult his case record be- 
fore interviewing the patient. ‘Ftrus he can address 
her by name and accurately review the facts of her 
case in a way that impresses the patient with a sense 
of her own importance. It is a natural desire for 
all of us to wish to be important, and the woman 
who leaves a busy doctor’s office after an interview 
in which her case was discussed in an intelligent way 
without too obvious and too frequent reference to 
the record is bound to feel that her case is unusual 
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and that her doctor is taking especial interest in her 
condition. Of course, we can’t please all people, 
but even in the case of the disgruntled patient, a 
good record is the doctor’s best asset. It enables him 
to refute convincingly, untrue and garbled state- 
ments made by patients and so avoids many suits 
for malpractice. In the occasional suit that may be 
brought against a doctor, nothing is so convincing 
to the judge and the jury as an accurate case record 
written at the time the patient was under the doc- 
tor’s care. 


The best records possible, however, are of no value 
unless they are used. Fortunately, those men who 
are sufficiently interested in the scientific side of 
medicine to write good records are also those who 
use their records. The man who periodically re- 
views groups of cases finds the mistakes he has made 
in the past and sedulously avoids repeating them. In 
this way he aids materially in reducing both maternal 
mortality and morbidity. In this connection the 
proper classification of diseases is of the utmost 
importance. 


One of the biggest problems confronting the com- 
mittee on Maternal Mortality of the Philadelphia 
Medical Society during the past three years has been 
the accurate interpretation of the information ob- 
tained in the study of maternal deaths so as to cor- 
rectly classify the cases as to the primary and con- 
tributory causes of death. Once this has been de- 
cided it becomes a relatively simple matter to fix 
the responsibility for the death in any individual 
case. The continuation of this work in all of the 
larger cities of the United States eventually will give 
us a more accurate basis for computing the mortality 
rate in this country and at the same time will be the 
most efficient means of lowering the mortality rate. 
To the medical profession as a whole, accurate rec- 
ords are invaluable. Without them medical science 
cannot far advance. With them the science of medi- 
cine advances, and the so-called art of medicine 
recedes. Good records invite and stimulate research 
by means of which our medical problems are solved. 
They enable investigators at widely separated points 
to compare data collected in the study of rare dis- 
eases and so in a short time accumulate a mass of 
information greater than could be obtained in a 
life-time of study by anyone of them. By such co- 
operative methods have most of our recent advances 
been made. 


To the Hospital 


Lastly, let us consider the value of good records 
from the hospital standpoint. Possibly you feel that 
the hospital is merely a part of the medical profes- 
sion and as such, it need not be considered separate- 





ly in a discussion of medical records. My 
answer is that it should be. considered separate- 
ly because many hospital authorities fail to appreciate 
the true value of good records to their institution and 
so economize, yes even skimp, on the record room, 
its equipment and its personnel. 


In my opinion, the standard of medical work done 
in any hospital is accurately shown by the quality 
of its records. I have never seen a good record 
department in a poor hospital, nor have I ever seen 
a really progressive, live, scientific hospita] staff in 
a hospital where the record department is mediocre. 
Progressive, scientific doctors will insist upon and 
get decent records. Those physicians who merely 
drift with the tide, probably are never even seen in- 
side a record room, unless they want the address 
of a patient who hasn’t paid a bill. Now, I don’t 
mean to infer that all good hospitals have ideal 
records or ideal record systems, but I do contend 
that a study of the system and of the individual case 
records will show evidence of reasonable thought 
and care in planning the system and in completing 
each case history. Furthermore, some method of 
cross-indexing will be in use so that histories of 
any particular disease or condition will be readily 
available. Additional refinements will depend 
largely upon the financial condition of the institution. 


With an adequate record department, the name 
of the hospital will be kept before the profession by 
the articles emanating from the members of the staff. 
Readily available, accurate case records stimulate the 
doctors to study their cases and once started, so 
much of interest is found that no doctor can resist 
the temptation to tell it to others by writing a paper. 
Possibly the paper will be read only before the mem- 
bers of his own particular department, but generally, 
it serves to create enough friendly competition in 
that department that soon another staff member un- 
dertakes a study of some other condition and so 
things go on with each man trying to outshine his 
colleagues and trying to improve the standard of 
his own work. With this comes as a natural and in- 
evitable result additional patients and additional hos- 
pital revenue, and the end of the problem of empty 
beds in that hospital. Show me a hospital staff from 
which come a number of good medical papers each 
year, and I will show you a thriving, prosperous in- 
stitution with an adequate record system. Show 
me a hospital staff from which come no medical 
papers, and almost invariably, I will show you a run- 
down, struggling institution with no standing among 
the profession or in the community, and usually with 
an antiquated record system. 


Things That Make for Better Records 


I cannot resist taking this opportunity simply to 


enumerate some of the things that would make tor 
better records. Very likely none of these suggestions 
are new to some of you, but probably some of them 
have not occurred to all of you. 


1. There should be one member of the staff re- 
sponsible for all records of each individual depart- 
ment of the hospital. With only one man being re- 
sponsible, there can be no alibis, and no shirking of 
duty. 


2. For many reasons, these men should be drawn 
from among the younger men of the staff. As a 
rule, the younger men have fewer responsibilities, 
and more available time for this work than do the 
older men. Also, they have been trained in medical 
school to appreciate the value of good records. Their 
ideas of record forms and record systems are less 
crystallized than those of the older men, hence they 
are more amenable to suggestions from the non- 
medical but properly trained record room staff. Prob- 
ably these men will look upon their job as a just 
penance for an ill-spent youth, but they will do the 
work required of them and will receive adequate re- 
turn in the form of proper recognition in hospital 
staff meetings. 


3. The men in charge of the records should be 
given authority to insist upon proper completion of 
all records by all members of the staff. Failure to 
cooperate in this respect should lead to immediate 
suspension of any member of the staff and with- 
drawal of all hospital privileges until the records are 
completed. 


4. A rule should be passed by the staff or made 
by the director of the hospital requiring proper com- 


‘pletion of the case record before a patient can be 
» discharged from the hospital. This rule should be 


rigidly and impartially enforced. The fuss raised 
by one or two patients who had to stay an extra 
day in the hospital because the doctor failed to com- 
plete the case record would be sufficient to cure the 
most rebellious staff member and secure his coopera- 
tion henceforth. 


5. The record clerk should be required to attend 
all staff. meetings and take part in the discussion of 
all matters pertaining to her department. 


6. A great step in advance in medical record work 
would be taken if the American College of Surgeons 
and the various American boards of medical spe- 
cialties would require the original hospital records 
of the cases submitted by applicants for fellowship. 
This would probably require a slight lowering of 
their standards in certain relatively unimportant re- 
spects, but would result in such a marked improve- 
ment in hospital case records as amply to justify 
the change. 
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London Hospitals—A Comparison 


N. A. WILHELM, M.D. 


First Assistant Superintendent, Peter Bent Brigham Hospital, Boston, Mass. 


D URING THE SUMMER OF 1935, while vaca- 
tioning abroad, I called at some of the larger hos- 
pitals on the continent, but found little of interest 
to add to hospital literature other than the histo- 
rical facts associated with these very old institutions. 
There have been published, in the past, quite satis- 
factory articles describing the better known hospitals. 


In Germany, there seemed to be a growing tend- 
ency to have their hospitals in charge of physicians, 
especially trained in hospital administration, in con- 
trast to the former policy of lay administrators. 


The architecture of new hospitals or additions in 
both France and Germany was of the modernistic 
trend, and with the exceptions of details, differed 
but little from new medical centers in this country. 
However, organization, not architecture, is the thing 
that makes an institution, and so it may be of interest 
to compare American hospitals with one of Eng- 
land’s most famous, the Royal Hospital of St. Bar- 
tholomew’s of London. This institution is chosen 
because difference of language made it difficult to 
grasp a clear understanding of administrative de- 
tails of continental hospitals. 


History of St. Bartholomew’s Hospital % 


The Royal Hospital of St. Bartholomew's was 
founded in 1123, a little over eight centuries ago. 
The founder was Rahere, a’ Canon Regular of St. 
Augustine. There is, unfortunately, but little known 
about him. He was lowly born, but had made his way 
into the King’s Court principally by his entertaining 
qualities. Suddenly, a deep religious emotion and 
a sense of penitence possessed him. There followed 
a pilgrimage to Rome, during which time he was 
seized with a serious illness. A vow was made to 
St. Bartholomew that if he lived he would build a 
hospital for the poor in Smithfield. On his return 
to London, Rahere, with the support of the Bishop, 
petitioned the King and secured a grant of land, 
and soon he had a small building erected with the 
aid of youths who volunteered to help him in his 
labor. A volume could be written on the life of the 
institution from this humble beginning ; the first staff 
of a Master and eight brethren, together with cer- 
tain professed nuns who acted as nurses; the coming 
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of the Reformation which dissolved Monastic in- 
stitutions, thereby bringing many an ancient work 
of mercy to an end; how “St. Bartholomew’s”’ sur- 
vived even this shock; how the hospjtal was closed 
for five years by King Henry VIII, who finally 
answered petitions and transferred it to the citizens 
of London; and the long roll of illustrious medical 
men who have’ served within its walls. 


Today, there is none of the original structure, but 
during the intervening centuries many improvements 
and enlargements have been carried out. At pres- 
ent, plans are in effect for the construction of a 
building to accommodate paying patients who can- 
not afford nursing home fees. This is a most inter- 
esting step taken by the leading hospital of the Brit- 
ish Empire, for in contrast to America, the wealthy 
patients of England have always been denied the 
privilege of hospital care, and sent to private nurs- 
ing homes. Apparently, the profession has seen 
some of the distinct advantages in the American cus- 
tom of hospitalization. However, this is but a par- 
tial step, for since the new addition is definitely 
intended to care for the middle class person, the 
upper class will continue to go to nursing homes. 


A Comparison of Organization 


The fact that hospitals all over the world have 
the same objective, the care of the sick, results in 
their having the same basic administrative principles. 
But the set-up varies, and it is interesting to learn 
how English and American hospitals, in general, 
compare in their organization. 








“Bart’s” in Medieval Times 





Tomb of Rahere 
in the Priory 
Church of St. 
Bartholomew - the- 


Secretary—Director 


Should a visitor at St. Bartholomew’s request to 
see the superintendent or director, it is doubtful 
that he would be understood. The officer who func- 
tions in this capacity is known as the secretary or the 
clerk to the Governors. He is their representative 
and carries on in about the same manner as a super- 
intendent, being responsible for the good order and 
management of the internal affairs of the hospital. 
However, this officer by no means is vested with the 
authority of an American superintendent. The clerk 
to the Governors shares the most important respon- 
sibilities with the House Committee. This commit- 
tee takes an active part in the internal administration 
of the hospital, receives tenders and accepts contracts 
for hospital supplies, drugs, instruments, food, and 
other requisites; appoints, suspends, and dismisses 
subordinate officers, sisters, and staff nurses. The 
General Committee of all Governors elects govern- 
ors, physicians, and chaplains. Most of the duties 
performed by the House Committee are cared for, 
in American hospitals, by the superintendent, and 
only the more serious matters are taken up with 
the Trustees. 


The secretary or clerk is a layman and, with one 
or two exceptions, all hospitals in Great Britain are 
administered by laymen. Asked whether there was 
any trend toward having medical men as adminis- 
trators, the answer was that, it was quite to the con- 
trary, it was felt that medical men were not suited 
for the post because their sympathies would not be 
with a continuance of low hospital expenditures, but 
would naturally be with their colleagues, resulting in 
the purchasing of almost anything the staff desired. 
Perhaps the most astonishing difference is the divi- 
sion of authority between the clerk and the matron, 
the American superintendent of nurses. 


Matron—Principal 

The office of the matron, unlike the American 
superintendent or principal of the school of nursing, 
is vested with such a degree of authority that on a 
diagrammatic chart this post is on the same line as 
the secretary or clerk, not subordinate to it. The 
matron, as in this country, selects and engages 
nurses, recommends appointments of staff nurses 
and sisters, and has the usual duties in connection 
with the school of nursing. She has complete charge 
of linens, bed-furnishings, the linen stores, and sew- 
ing rooms. In addition, and this is the rather surpris- 
ing fact to an American, she has full responsibility of 
the hospital laundry, housekeeping, and kitchen. The 
matron attends all ordinary meetings of the Board, 
a custom rarely seen in America. Indeed, the duties 
of this important office are so varied, the line of au- 
thority so extensive, that one ignorant of English 
hospital tradition is forced to wonder what the duties 
of the director or the equivalent to that office are. 


Food Supervisor—Dietitian 


The food supervisor corresponds to the American 
steward. The management of the kitchens comes 
under his immediate supervision. Recently (1935) 
there was created the post of assistant food super- 
visor, and it was decided to place in this office “a 
lady trained in dietetics.” As far as could be ascer- 
tained, this was the first step ever taken in an Eng- 
lish hospital in extending the field of the dietitian 
from her narrow specialty of therapeutic diet prep- 
aration to general food preparation. However, the 
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importance of this professional worker, and the fact 
that her duties must not be confined to a narrow 
specialty but extend to the supervision of all food 
preparation, as is now recognized in all American 
hospitals, is a matter of the future in English hos- 
pitals. 


Buyer—Purchasing Agent 


The American system of placing all the purchas- 
ing of merchandise under one individual is appar- 
ently not followed. Instead, the purchasing is di- 
vided up among many, one individual buying the 
meat supplies, another the vegetables and fruits, an- 
other the maintenance supplies. The placing of con- 
tracts or tenders on such items as tinned or canned 
foods is cared for by a Committee of the Govern- 
ors. There seemed to be a definite feeling against 
adopting a plan similar to the American, based on a 


Harvey, who dis- 
covered circula- 
tion of the blood 


belief that no one individual could know sufficient 
to intelligently purchase all items. Their feeling 
was that it is much better to permit persons skilled 
in certain lines to purchase that merchandise. 


Lady Almoner—Medical Social Worker 


These are basically the same in both countries. 
The English and American trained workers have, as 
their duty, the aiding of doctor and patient in car- 
rying out the necessary therapeutic measures, 
whether that be supplying a surgical appliance or 
providing extra nourishment. There is one impor- 
tant difference—in England the worker has a closer 
relationship to the financial side of the hospital, in 
that she admits patients and indicates, after question- 
ing, what amount the patient is expected to con- 
tribute. This has been necessary because English 
hospitals, for the most part, cannot make a charge 
under the rules of their very old charters, and it is 
necessary to ask patients to make contributions. 
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King Henry VIII Gate with entrance to Priory Church 
in distance 


However, no patient is turned away. In some 
American institutions, there has been a tendency 
which is growing, to follow suit and have the ad- 
mitting and financial rating done by the social 
worker. The existence of so many types of social 
insurance has caused the English worker to do more 
and more work in the hospital office and less in the 
homes, because of the necessary clerical work at- 
tendant to these various insurance forms. ‘This is 
just the converse of what the American worker 
thinks to be the more ideal. In fact, as a result, 
there is developing in London a new group of-medi- 
cal social workers, whose duties are keeping them 
more in the field. 


Resident Statf 


There is variation in the individual hospitals of 
both countries, but a general comparison can be 
made. In America, the term “intern” is commonly 
used, excepting in the East, where “house-officer” 
is the custom. In England, the term “house-physi- 
cian” or “surgeon” is used. The progressive steps 


King Henry VIII presenting the New Charter of the 
Hospital to the Lord Mayor 





Hogarth’s “Pool of Bethesda” 
“Altho’ 
Hardly can I, who so many years eagerly frequented 
Bartholomew’s fountain, not speak of things to awaken 
Kind old Hippocrates, howe’er he slumbereth, entomb’d 
’Neath the shatter’d wine jars and ruined factories of Cos, 
Or where he wander’d in Thessalian Larissa.” 


in residency in this country are simple—the young 
graduate starting as a “lab. pup,” then a junior, a 
senior, an assistant resident, and finally chief resi- 
dent. In England, the course of a resident is much 
briefer. He starts as an assistant house-physician 
or surgeon, passes to out-patient officer, and then to 
house-physician or surgeon. 


In each specialty there is a resident and the officer 
is designated Resident Obstetrician or whatever serv- 
ice. When.the house-physician has completed his 
period of service, as such, it represents the end of 
his residency in the hospital. These men then apply 
for appointments to the junior hospital staff, which 
permit them to teach and care for a private practice. 
During this time, members of the junior staff keep 
an alert eye for the next post, which is surgical or 
medical registrar, and compares somewhat to our 
assistant resident, although their men are older and 
more experienced, and carry more responsibility. 
Vacancies for a registrar occur infrequently, for 
appointees retain this post until appointed to the 
senior staff. 


There are many arrangements of resident staffs 
in America, but the following diagrams probably 
represent the average teaching hospital, and will do 
for comparison with an English teaching hospital : 


AMERICAN 


Lab. House Officer 
Junior House Officer 


Out-Patient House 
Officer 

Senior House Officer 

Assistant Resident 


ENGLISH 


No Equivalent 

Assistant House 
Physician 

Out-Patient Officer 


House Physician 
Resident Obstetrician, 
etc. 


Chief Resident 
Junior Staff 


Junior Staff 
Surgical Registrar 


General Points of Interest 


It was refreshing, indeed, to learn that London 
has a volunteer group of blood donors. Last year, 
in St. Bartholomew’s alone, there were over 200 men 
and women who gave their blood without charge to 
indigent patients who had neither friends nor rela- 
tives to serve as donors. 


All London hospitals have, in addition to the usual 
income from endowments and contributions, many 
other schemes for raising money. In every pub and 
hotel will be found small boxes in which to deposit 
small contributions. On Sunday evenings, the 
cinema theatres turn over their proceeds. The Lon- 
don Hospital has a metal copy of a milk can with 
a sign stating that it requires so many pounds to 
pay for the annual consumption of milk, and that a 
sixpence will buy one patient a quart. It is sur- 
prising what an appeal this makes to the small but 
sincere donor, who visualizes something concrete re- 
sulting from his contribution. Guy’s Hospital has 
formed a Guild of ex-patients, and the members 
are charged a shilling and sixpence annually, which 
includes a small, neat badge indicating membership. 
But this Guild serves a much more important func- 
tion by building up a strong feeling of loyalty on 
the part of former patients. Moreover, they take 
a lively interest in equipping new wards with bed 
tables, jig-saw boards, and other articles. 


The larger teaching hospitals give considerable at- 
tention to the family physicians, keeping them posted 
on clinic hours, special medical meetings, and other 
matters of interest. 


The per capita expense and general expense of 
hospital management compare favorably with Amer- 
ican institutions of similar size. 





The Hospital Quadrangle 
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The Cost of Food for Personnel 


G. P. BUGBEE 


Assistant Director, University Hospitals, Ann Arbor, Michigan 


ye PROBLEM OF THE COST OF Foop for the 
personnel seems to me to divide immediately into 
two aspects; first, raising the whole question of the 
extent to which the personnel should be given food 


as maintenance; and second, the details of the cost: 


of food for those members of the hospital personnel 
who are to receive maintenance. 


The question of which groups of employees shall 
receive maintenance has been discussed many times. 
In an academic fashion the solution is relatively 
simple. 


I believe we would all be agreed that in spite of 
past precedence in the hospital field, hospital em- 
ployees would be freer and happier if they were able 
to choose their own quarters and eat at the place 
of their own choice whether it be home, hospital, 
or elsewhere. “Institutional life” has come to have 
very definite “cannotations” in the vocabulary of 
hospital personnel. This is by no means the result 
of poor accommodations alone but is rather a rea- 
sonable reaction to this limitation of freedom. The 
majority of the people of this country find some of 
the most enjoyable experiences of life in the choice 
of a home and the satisfaction of living in a far dif- 
ferent world than that in which they earn their 
living. 

Hospital personnel has felt that maintenance as 
part of compensation was a necessary evil and the 
issue has been met. However, as a practical matter, 
in most cases the reasons which originally required 
the close proximity at all times of each member of 
the hospital staff no longer obtain. This, of course, 
is the result of advances in rapid transportation 
and methods of communication. Unfortunately for 
most of our institutions, practical considerations very 
effectively prevent any change in this well established 
tradition. 


There is little question in my mind but that the 
cost to the hospital for board and room for em- 
ployee is substantially less than the value to the 
employee of the compensation received as mainte- 
nance. 


Presented before the convention of the American Hospital 
Association, Cleveland, September 29, 1936. 
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Difficulties in Changing from Maintenance to 
Cash Payment 


In other words, the money now spent by the aver- 
age hospital for food and maintenance of quarters 
would not, if distributed to employees receiving such 
maintenance, purchase for each employee food and 
quarters of equal grade outside the hospital grounds. 
Therefore the change from maintenance to cash pay- 
ment is for most institutions impossible. Funds are 
not available for such an increase in expense. Many 
hospitals have large capital investments in homes, 
which preclude the consideration of any change in 
policy on this question. Most important of all, the 
continually increasing demands for additional care 
for patients have left no funds available with which 
to finance the expense involved in changing the estab- 
lished method of payment for the services of hospital 
personnel. 


My opinion is, therefore, that though personnel 
might legitimately request that full compensation be 
received in cash, the financial conditions of hospitals 
is such as to prevent changing the present situation 
except over a very long period of time. It is pos- 
sible that the total outlay for salary and maintenance 
if distributed to employees as cash might in the long 
run be more satisfactory, even though it required 
an adjustment by both the employees and the hos- 
pital. It rests with institutions such as the Univer- 
sity Clinics of the University of Chicago to prove 
whether a policy of cash payment may not in the 
long run be more satisfactory. Certainly if in fair- 
ness we accept the fact that the personnel may have 
reasonable arguments for wishing a change from the 
present system and if hospital finances prevent this, 
then we must remember that in the consideration of 
the cost of maintenance, particularly food with ref- 
erence to the employee is entitled to as good service 
as our abilities and pocketbooks will permit. 


Factors Which Influence the Cost of Food for 
Personnel 


With this preface we may well consider certain 
aspects of those factors which influence the cost of 
food for personnel. I do not pretend to any pro- 
found information in regard to this problem which 





will make any startling contribution to what ex- 
perience has shown all-of you are obvious truths. 
Therefore, rather than generalizing on the subject, 
I should prefer to be more specific and recount for 
what it may be worth the practice at the University 
Hospital of the University of Michigan, giving some 
cost figures of interest which have been developed 
by a rather complete system for food cost accounting. 


For the past ten years it has been the practice at 
the University Hospital to give full maintenance to 
most of the professional employees, including resi- 
dent staff, nurses, both graduate and student, dieti- 
tians, and anesthetists. 


Biehl) 
~  Non-Professional Workers Do Not Receive 
Maintenance 


All non-professional workers, porters, maids, ward 
helpers, and other groups of hospital employees, such 
as clerical workers, maintenance workers and tech- 
nicians, are given no maintenance except laundering 
of uniforms. These employees are free to live and 
eat outside the hospital, although a pay cafeteria 
is provided at which many employees purchase at 
a cost rate at least one meal per day. Average costs 


in the pay cafeteria last year for raw food were 12.5. 


cents while direct labor averaged 6.4 cents. The 
total per meal cost for direct expense was 19.9 cents. 
The average sale was 22.5 cents or a-total cost, to 


the employee eating three meals, of 67.5 cents per 
day. This revenue covers only direct expenses and 
does not cover any large portion of overhead ex- 
pense. This group receiving no maintenance com- 
prises sixty per cent of the total number of hospital 
employees. 


Full Maintenance for Hospital Personnel 


Forty per cent of the hospital personnel receive 
full maintenance including food. Of this group, the 
major number or approximately seventy per cent of 
those receiving maintenance, eat in the nurses’ cafe- 
teria. In this cafeteria food is served in the usual 
cafeteria fashion. Trays are collected from the 
tables by waiters. The other thirty per cent of em- 
ployees receiving full maintenance, including the 
resident staff and persons who comprise the perma- 
nent supervisory group, are given table service. 
Neither of these groups has a selective menu, nor 
is there any limitation placed on the quantity of food 
per person. Those employees having table service 
may have second helpings. In the nurses’ cafeteria, 
however, in an effort to reduce waste, certain defini- 
tions of the quantity of food per person have been 
made. The nurses are requested to take only one 
portion of each item on the menu for the first serv- 
ing and they may return for as many helpings as 
they may wish. This rule was only initiated after 


a study of edible waste in the nurses’ cafeteria and 
the pay cafeteria showed a much greater waste in 
the nurses’ cafeteria. This rule has prevented some 
waste, particularly among the student nurses, who 
during the early months of training seem prone to 
overestimating appetites, which even on exact meas- 
urement are fairly substantial. It is of interest to 
note that even with this limitation edible waste con- 
tinues to be twenty-five per cent greater in the cafe- 
teria where meals are given employees than in the 
pay cafeteria where each unit of food has a financial 
measure which is considered by the employee. This 
difference warrants thought in relationship to the 
long range efficiency of maintenance rather than cash 
payment. 


I believe that I am at this point, particularly in 
view of my opening thesis, justified in saying that 
employees receiving food as part of maintenance, 
make no complaint about the grade of food. This 
does not mean that there is not periodically a request 
which indicates a desire to receive a cash salary 
in place of maintenance. In our institution the 
objections are primarily aimed at the limitation 
of freedom, particularly where husbands, sisters, 
or other relatives are living in town, rather than 
centering as a criticism of food. This I believe is a 
tribute to the efficiency of our dietary department in 
menu planning and food preparation, supported by 
an administrative policy which approves of the best 
quality of food for personnel. 


Prices have within recent years changed so rapidly 
that any per meal costs which I might quote would 
be of little value. 


In addition, the isolation of food costs for person- 
nel and for patients is a difficult problem within our 
institution due to physical arrangement. 


Food for employee dining rooms and for the hos- 
pital wards is prepared in the same kitchen. Ex- 
penses for food and labor cannot therefore be sep- 
arated up to the time the cooked food leaves the main 
kitchen in food trucks. 


Menus for the staff and interns’ dining rooms, the 
nurses’ cafeteria and the in-patient wards are some- 
what different, in keeping with the demands of each 
group. Raw food costs would show a slightly de- 
creased expense per meal for each of the three units, 
somewhat in the order named. However, the differ- 
ence is very small. Actual food costs per meal for 
these groups is secured by dividing total expenses 
of the main kitchen by the total meals served. Food 
was prepared during the last year in the main kitchen 
at a raw food cost of 10.5 cents per meal; salary 
costs were 2.2 cents per meal. These costs are unit 
costs for food delivered to the serving units in the 
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food trucks. These figures, as well as others quoted 
in this paper, are for the fiscal year 1935-36 ending 
June 30. 


Disbursements for Labor 


In our institution expenses in each serving kitchen 
are accumulated separately. It is, therefore, of in- 
terest to study the difference in expenses for labor 
in the service kitchens, for dining rooms, the nurses’ 
cafeteria and the ward units. These salary expenses 
are 4.4 cents, 3.8 cents, and 4.8 cents respectively. 
These figures cover the unit cost for serving and 
dishwashing. However, since patient trays are car- 
ried to the patient and returned to the serving kitchen 
by nursing department employees, the figure for ward 
units does not include all expenses which might rea- 
sonably be charged against this service. 


Thus we see that while the labor cost for serving 
employees is greater for table service than for cafe- 
teria service, ward service has a greater cost for 


labor service than either of. the employee dining 
rooms. Total cost per meal for all employees was 
20.2 cents for last year, as against a cost of 208 
cents per meals served patients. 


Conclusion 


In conclusion may I say that in my opinion per- 
sonnel should, where possible, be given cash in lieu 
of maintenance.as salary. When this is not possible 
the hospital has a definite obligation to make a sin- 
cere effort to give satisfactory meals to those em- 
ployees who are required to eat three meals per day 
of hospital food. The cost of table service is greater 
than cafeteria service for employees. However, 
the labor cost for either type of service is below the 
labor cost of service to bed patients. Through an 
efficient dietary department, employees may be served 
meals which will avoid classification as institutional 
food at a total cost per meal below the cost of meals 
served patients. 
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State Medical Association Opposes Inclusion of Medical 


Service with Hospitalization in Legislation 


A resolution was introduced at the annual con- 
vention of the Ohio State Medical Association in 
October, which proposed that the Association, in 
conjunction with the Ohio Hospital Association, ini- 
tiate legislation in the General Assembly of Ohio to 
amend certain parts of the general code so as to 
make it mandatory upon the county commissioners 
to furnish medical care and hospitalization for the 
indigent, and to authorize the county commissioners 
to enter into contracts with county medical societies 
and hospitals to furnish this care at a certain rate. 
The resolution also provided for legislation to in- 
clude medical service in the present Ohio Motor 
Vehicle Law, which provides for hospitalization of 
indigents injured in motor vehicle accidents. 


The Committee on Resolutions, in reporting on 
the resolution, reiterated a previous report of a Com- 
mittee on Public Policy that had been approved by 
the House of Delegates, as follows: 


“A number of times during the past four years, 
the Council of the Ohio State Medical Associa- 
tion, with the approval of the Policy Committee, 
has declined to endorse or support a proposal to 
include medical service and reimbursement in leg- 
islation which provides compensation to hospitals 
for services rendered to indigents injured in auto- 
mobile accidents. 
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“The reason set forth by the Council and the 
Policy Committee for its position at that time 
was based on the principle that it would be in- 
consistent to support a proposal for centralized, 
governmental medicine for one type of disability, 
and to continue to oppose general socialization of 
medicine. It was also pointed out at that time 
that the medical profession was divided in its atti- 
tude on this question, and that the reason for the 
provision covering hospital service was not only on 
account of financial difficulties of those institu- 
tions, but because they were actually at a financial 
loss in caring for prolonged cases of automobile 
injuries.” 


Accordingly, a substitute resolution was offered 
by the committee and adopted by the House of Déle- 
gates which instructed the Council of the Associa- 
tion to initiate a study of the laws governing medical 
services for the needy and to ascertain how such 
statutes can be revised, and to confer with other 
groups mutually interested in this question. The 
resolution further authorized the Council to have 
legislation drafted incorporating their recommenda- 
tions, after they had been approved, and at an appro- 
priate time to have it introduced in the Ohio General 
Assembly. 





The Hospital Conference—The Keynote 
of Scientific Efficiency 


RAY K. DAILY, MLD., F.A.C.S. 
Ophthalmologist, City and County, Memorial, and Methodist Hospitals, Houston, Texas 


ae HOME FOR DINNER after an arduous 
day’s work in this very stern struggle for economic 
existence, and still having a staff meeting to go to, 
the doctor feels much like a young friend of mine. 
His teacher said to him, “Johnnie if I lay 3 eggs here 
and 5 eggs there how many eggs will I have?” The 
answer of the embryo scientist was, “I do not be- 
lieve that you can do it.” Nor can the doctor believe 
that he can command the energy to go to a staff 
meeting that night, although attendance at a month- 
ly conference is required by the Hospital Standard- 
ization program of the American College of Sur- 
geons, and is in part the price of membership on the 
staff. Then the telephone rings, and he is asked to 
please come immediately and quiet the banker’s wife’s 
palpitating heart or see if she perhaps has smoke in 
her eyes. And thus forced out from the family 
circle by economic pressure he proceeds from the 
call to the hospital grumbling about too many medi- 
cal meetings. Therefore, the hospital conference 
must indeed be so worth while that he can leave it 
with a feeling that the effort and time spent were 
well justified. It should give the physician some- 
thing not found elsewhere. And a properly con- 
ducted conference can do just that; it can constitute 
a continuous post-graduate course in recent medical 
advances, as well as be the guardian of a higher 
standard of medical practice in the hospital. 


The Contribution of American College of Surgeons _ 


in Raising the Standards of Medical Practice 


How much the American College of Surgeons 
has already accomplished in raising the standard of 
practice can be realized only by looking backwards. 
Since our personal experiences usually form the basis 
of our attitudes, you will forgive me if I look back 
on my own experiences. When I entered practice in 
Houston, Texas, twenty years ago, it was a city of 
sixty-five thousand people and I found my chief 
weakness in my dependence on laboratory assistance. 
I had just learned the value of blood counts and 
urinalyses and throat cultures and the Wasserman 
test was just coming into vogue. Whenever I re- 
quested such examinations my patients usually 
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pointed to other doctors who needed no such fancy 
tests, and who could make the diagnosis by merely 
looking at the patient, regardless of how defective 
their own vision was. Well do I remember my 
chagrin at the treatment I received at the hands of 
a mother of a nine year old boy with membranous 
pharyngitis, when I requested that a throat culture 
be made, and mentioned the possibility of having 
to administer prophylactic doses of antitoxin to the 
other children. She called in the family doctor—a 
huge fellow whose very size shrunk me into insig- 
nificance—and he said that he had seen enough 
diphtheria to recognize it without a culture, and pre- 
scribed a gargle. I was recalled by the mother some 
days later to treat four children for diphtheria, and 
to revel in as many cultures as I wanted. I won- 
dered then if the public was to pay such a price for 
a proper appreciation of laboratory tests. The in- 
sistence of the American College of Surgeons on 
routine laboratory tests, however elementary, has 
educated the public to such an extent that today 
patients ask for most unnecessary test, such as 
x-rays of processes perfectly visible to the naked 
eye. I was amused not long ago reading in a for- 
eign journal an impression of American hospitals 
by an outstanding European ophthalmologist, after 
a return from a visit to this country. He commented 
on the volume of unnecessary laboratory tests which 
in his opinion merely serve to clutter up the hos- 
pital archives. He obviously did not realize their 
educational value to the public. 


The Staff Conference 


The hospital conference can do for the profession 
what the routine tests have done for the public. It 
is true, perhaps, that the early hospital conference, 
particularly in small communities, was just another 
county society business meeting, with most of the 
time devoted to revision of constitutions and by laws. 
If some member of the staff, with pronounced legal 
proclivities, should examine the hospital archives 
for amendments he would undoubtedly find a stag- 
gering collection. But the guidance of the American 
College of Surgeons has gradually diverted the focus 
of the staff conference from constitutions to autopsy 
material and microscopic slides. Today the objec- 
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tive of the staff conference is definitely the creation 
of a stimulus for a more scientific surgical and medi- 
cal service, and in doing that it is incidentally be- 
coming a continuous post graduate course. It may 
be interesting to mention, that within the last decade 
ideas on general education have taken on the aspect 
of the long accepted ideas on medical education. 


It has been recognized for a long time that medi- 
cal education is a continuous process. We graduate, 
we get degrees, but unless one continues in medical 
education one soon finds even medical terminology 
unintelligible. Of recent years educators realized 
that public education too is a faliure, from the stand- 
point of intelligent participation in community man- 
agement and service, unless it is a continuous process, 
and that is why we have today the tremendous em- 
phasis on adult education. While it has been estab- 
lished that medical education should be a continuous 
process and very few of us do not take some post- 
graduate course every few years, we have to admit 
that until practically forced by the American College 
of Surgeons, we wasted a tremendous amount of 
hospital material which forms the most valuable type 
of post graduate study. 


The Objectives of the Staff Conference 
Are Threefold 


1. The staff conference should encourage group 
effort on the part of the staff in keeping the scientific 
work of the hospital up to the highest possible stand- 
ard. Careful appraisal of the clinical work at regu- 
lar intervals is a powerful incentive to precise and 
careful work. The knowledge that the records of 
one’s cases are open to discussion must serve as an 
effective brake in checking the tendency to sacrifice 
quality to speed and quantity. A review of surgical 
cases cultivates a transparent surgical honesty. Only 
recently at one of the conferences a doctor whose 
case was under discussion said that he did not agree 
with the autopsy findings. Well, you know the 
futility of arguing with a microscopic slide or even 
a gross specimen; their silent testimony carries more 
conviction than an eloquent argument. 


2. The conference provides an opportunity for 
exchanges of professional opinion and assists every 
member of the staff in keeping well informed in his 
work. Such cooperative thinking must raise the 
dignity, the efficiency, and sense of ethics in the 
practice of medicine, and with that the appreciation 
of the public for the service it gets. Of course the 
scientific meetings of the County Society have the 
same objective; but before the County Society we 
usually present our successes, while the hospital con- 
ference should prefer for discussion an analysis of 
deaths, infections, and complications. Besides, a 
review of a clinical record is less academic and more 
practical than the reading of a paper. 
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3. The conference should stimulate special studies 
and clinical research. This depends entirely on the 
efficiency of the hospital organization and on the 
emphasis and the facilities for research. Teaching 
hospitals and charity hospitals are more likely to 
become centers of research than the small private 
hospital, devoted primarily to the immediate needs 
of the sick. And yet the amount of material col- 
lected in any hospital over a number of years, if 
properly kept and evaluated can serve an educational 
purpose. A trained historian, modern laboratory 
facilities, interested interns, and a well qualified sur- 
geon can soon accumulate data which will prove 
invaluable in determining the efficiency of special 
methods of diagnosis and treatment. The young 
physician is exposed to the high pressure of modern 
salesmanship, forcing on him elaborate and expensive 
machinery of very questionable scientific value. A 
discussion of such appliances based on clinical rec- 
ords by a group of progressive physicians at the hos- 
pital could soon demonstrate the real value of such 
equipment and provide the physician with defensive 
armament against commercial piracy. 


An interesting staff meeting therefore requires a 
good program committee and the cooperation of the 
hospital management. In selecting fatalities for 
discussion those demonstrating the newer inroads of 
medical science, the recent advancement in surgical 
skill, and particularly cases with autopsy reports 
form a most stimulating program. In large hos- 
pitals, the staff may meet in special sections ; I doubt, 
however, that meeting in special sections is as con- 
ducive to a widening of medical knowledge as gen- 
eral staff meetings. 


The Conference Program 


The American College of Surgeons suggests the 
following conference program: 


1. Distribution of copies of the monthly clinical 
work 


2. Committee reports 

3. The clinical program 

The discussion of medico-administrative matters 
and professional policies is usually not of concern 
or of interest to the entire staff, and frequently such 
discussions take hours and accomplish nothing. It 
is my opinion that such activity should be restricted 
to the executive staffs and the conference should be 
devoted to the clinical program. At a meeting of 
the American College of Surgeons’ Club in Houston 
it has been suggested that in as much as standardiza- 
tion of hospitals is one of the chief objectives of the 
College, the members of the College as a local group 
might well interest themselves in matters dealing 
with the physician-hospital relationship. Nor do I 
believe that the question of medical economics is a 
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hospital staff problem. While it is indeed a subject 
of paramount interest, its discussion quickly creates 
a labyrinth of possible solutions among which a 
group of physicians can easily wander all night. I 
believe that the solution of this problem is decidedly 
the job of the American Medical Association of 
which the county Society is the local representative. 
Most of the time of the staff conference should be 
devoted to the clinical program. 


The Clinical Program 

The clinical program should consist of— 

1. Review of patients in the hospital. 

2. Discussion of selected discharged cases with 
reference to deaths, difficult diagnoses, complica- 
tions, etc. 

The interest in the cases can be augmented 
by enlarging the number of physicians taking 
part in the presentation. The method at the Me- 
morial Hospital in Houston seems to me particul- 
larly good. The president of the staff presides until 
the clinical program is due. Then a different physi- 
cian is asked to preside for the report of each case; 
the case record is reviewed by the house physician ; 
the physician in charge emphasizes the salient 
points; and the pathologist presents the laboratory 
report. This is followed by a general discussion, 
which is closed by a few brief remarks from the 
presiding physician, usually some reference to recent 
literature on the subject. 

3. Reports of group studies with emphasis on 
findings, treatment, and end results. 

The studies develop not only a fine sense of surgi- 
cal values, but foster our sense of communal re- 
sponsibility by demonstrating the extent to which 
health standards are subject to the influence of eco- 
nomic and social factors. 


4. Reports of selected cases affording valuable 
information in diagnosis and therapy. 


5. Analysis of clinical reports. 

6. Discussion of ways and means of improving 
the professional service in a hospital, which usually 
places the emphasis on well kept records. 


The Objections to Joint Conference Meetings 
of Hospital Staffs 


There has been some discussion of time saving 
by combining several staff conferences into a joint 
meeting. The American College of Surgeons main- 
tains that experience has shown joint meetings to 
be a failure and presents three objections: 

1. There would not be sufficient time in one eve- 
ning for a thorough analysis of the work of several 
hospitals 

2. Good breeding would restrain a free and hon- 


est discussion of cases by members of other hospital 
staffs ; 

3. <A joint conference would tend to lessen the 
loyalty of individual members to a particular hos- 
pital 

For these reasons joint conferences are most apt 
to place on their program scientific papers, rather 
than discussion of actual cases. If only for purposes 
of discussion I shall say that in my opinion, these 
objections are relative, rather than absolute, and 
that they would not apply with equal force to a 
small community of two private hospitals, and a 
large city with numerous institutions. 

It seems to me that small communities could com- 
bine their meetings with benefit from a scientific 
viewpoint as well as from the standpoint of fellow- 
ship. The question of conflict between medical 
honesty and good breeding is still not solved even 
in large national societies, and we might just as well 
begin at hospital conferences. Those of us who 
attended medical meetings abroad know how fre- 
quently they have the controversial aspect and the 
devotional fervor of our political conventions. After 
all scientific honesty is essential to scientific advance ; 
in as much as our thinking is controlled to some 
extent by our emotional reactions, it is not at all un- 
natural that scientific enthusiasm sometimes ob- 
scures the clarity of our vision and confuses the 
accuracy of our deductions. So there is no reason 
why we should be hurt if a colleague states that he 
is not convinced by our claims and points to fallacies 
in our reasoning. Such a comment is not an indict- 
ment of our trustworthiness or skill; it is merely a 
reference to the fact that we are subject to human 
errors and do not possess the mechanical accuracy 
of machines. We have to learn to be impersonal in 
our scientific discussions, and see in them a group 
effort to improve our scientific efficiency. 

I am not convinced that narrow loyalties are ac- 
tually beneficial to physicians or hospitals. Phy- 
sicians as well as other groups of citizens have to 
broaden their interests and the trend of modern life 
is towards extending our interests, rather than nar- 
rowing them. All of us will always be tied firmly 
to some one hospital for various reasons. But when 
it comes to professional standards we should be 
broad enough to eliminate jealousies, and realize 
that a low standard in any part of the medical field 
reflects its ugly light on all of us. 

I am not certain that time may not revise the un- 
compromising attitude of the College on this ques- 
tion. And if Emerson is correct in maintaining that 
“consistency is the hobgoblin of little minds,” we 
must be prepared to accept whatever changes ex- 
perience shall indicate. And may I close with the 
title of this presentation—the staff conference is the 
keynote of scientific efficiency. 
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Opportunities for Parent Education in the 
| Children’s Hospital, and Means 
of Developing Them 


WINIFRED RAND 
Department of Parent Education, Merrill Palmer School, Detroit, Michigan 


D OUBTLESS ALL OF YOU AGREE that there is 
a place for parent education. You probably all see 
children from time to time whose behavior you think 
is quite undesirable. I would like to pause here, 
however, to suggest that we be extremely careful in 
our diagnosis as to undesirable behavior on the part 
of children, because, as one does not make a diagno- 
sis in disease unless one is qualified to do so, so I 
think in the field of behavior, and behavior is indeed 
a symptom of a state of some sort, mind or emo- 
tions, or possibly physical, one does not make a diag- 
nosis in regard to behavior unless one is really quali- 
fied to do so. It is temptation to do it, but perhaps 
it is just as well to avoid it. 


We all see children from time to time in street 
cars, if we happen to ride on them, in hospitals, 
clinics, and in homes when you contact homes, 
whose behavior we think would be improved if 
their parents knew a little bit more about how to 
bring up children. 


I would like to differentiate between ignorant par- 
ents and unfit parents—there is a difference. Per- 
haps there are some people who happen to be par- 
ents who really ought not to be, because they are a 
poor kind of people, but there are a great many 
people who in times past and who today are 
making mistakes in dealing with children because 
they don’t know about children; that is, they haven’t 
been taught about them. They don’t understand 
childhood and childhood’s needs. That isn’t nec- 


essary today, because we know so much more about - 


children than we used to know. 


Dr. Veeder has pointed out what tremendous 
strides have been made in medicine and in the prac- 
tice of pediatrics, for example, because we know 
more than we used to know. We know more about 
children than we used to know. Of course, it is im- 
portant that that knowledge of children be shared 
with parents who are having so much to do with 


Presented before the convention of the American Hospital 
Association, Cleveland, September 30, 1936. 


December, 1936 


children. They matter more than any other group 
after all, and it is only fair that we should think of 
some way of turning over to them, sharing with 
them, knowledge which has been gained of childhood 
and childhood needs, in medicine and in the 
field of education, in the field of mental growth and 
development, and in the field of emotional growth. 


The Need for Parent Education 


Grant that we have that need, that we have many 
parents who need to know something more about 
children in order that they can do a better job with 
children. How are we going to do it, and where are 
we going to do it? 

In the first place, if we are going to educate 
parents, it must be done by people who are qualified 
to do it, who knows something about their subject, 
and I think it can probably be done almost anywhere 
where we have parents who want to know about 
child care, who are receptive to teaching. There- 
fore, I don’t think it is limited to the schoolroom 
situation. 


I think I do not recommend trying to undertake an 
educational procedure with a mother who is dealing 
with a child on the street car, who is having a temper 
tantrum. She would probably not be receptive to 
anything you have to say to her at that particular 
time, but there are times and places. 


The Public Health Nurse as a Factor in 
Parent Education 


I look upon the public health nurse as one who is 
going into thousands of homes, largely into homes 
where there are children and where there are parents, 
and I think that she is a great potential factor in this 
field of parent education. 


Now where does the nurse come from? She has 
come from the hospital, so I naturally look. back to 
the hospital as a place not only where she will be- 
come qualified to do this piece of work, but also as a 





place in which this same type of work might be go- 
ing on. 


The Opportunity of Children’s Hospitals 


I think of children’s hospitals especially as hav- 
ing the greatest sort of opportunity in this field. 
As I think back in my own experience I am 
impressed with the fact of how the hospital tends 
to be a little world within itself. Life is lived 
in a hospital at a degree of tension and tenseness 
which makes it different from almost any other 
place in the world. The life of the hospital goes 
on constantly. It never sleeps. It absorbs the 
attention and thought of those within its walls in 
a way that almost no other situation does, except 
possibly life in the cloister. There is in the hospital 
situation an intenseness which makes it a world in 
itself. Life is so easily bounded by its walls. 


I think back to my experience, when I was a stu- 
dent nurse for a certain part of my training at the 
Massachusetts General Hospital, located in the 
West End of Boston, surrounded by a tenement 
house district, where a life was going on of which 
I knew absolutely nothing, as I went back and forth 
through that district to and from the hospital. The 
hospital stood there in the midst of that district 
and was absolutely apart from it, and all of us 
who were within that hospital were absolutely apart 
from that community which was right at our doors. 


Then some years later, as I became a public 
nurse, I became intimately acquainted with that 
periphery around that hospital, and I saw a whole 
other world which hadn’t touched me at all as I 
was a_ student in the Massachusetts General 
Hospital. 


I realize that this is perhaps to a certain extent 
inevitable, but I believe that that element in the 
life of a hospital, that shutting of one’s self in 
within the hospital, should be guarded against and 
not fostered. I am sure that some hospitals are 
doing just that today, as they were doing it when 
I was taking ray training. 


The Community and the Hospital 


When you think of it, the community is psing 
the hospital constantly. It is pouring in and out 
of its doors, absorbed in it and by it for the time 
being, and then separating from it to go back into 
the community, leaving the hospital behind, and the 


hospital continues on its course. It has not in 
times past reached out into the community because 
someone on whom it has spent its energy, time and 
money in service has gone back into the community. 


I believe that the hospital has a duty right there. 
I see one opportunity, just waiting to be picked 
up, by. which the hospital, and especially a children’s 
hospital, can reach out into the community in a 
very effective way. 


We all know—those of us who know children’s 
hospitals—how closely parents are tied to the hos- 
pitals. They come there constantly. They leave there 
the ones they care for intensely. They leave their 
very hearts there at times, even when they them- 
selves leave. They must learn to trust the hospital, 
and they do, and they rely on it. They become emo- 
tionally receptive to its teaching, and that is a very 
important aspect of education. It is when we be- 
come convinced of things that we learn them. Some 
of us become fairly discouraged with the experience 
that we have, we feel the parents are not accepting 
our teaching because they do not always do it right 
away. I think the question we have to ask ourselves 
is as to our educational procedure—Have we taught, 
or have we ordered? There is a difference. 


Education Versus Dictation 


Too much has been labeled education which has 
in reality been dictation. Parents are ready to learn 
from the hospital, and one of our laws of learning 
says that people learn more easily when they are 
ready to learn. The hospital is indeed a strategic 
place in which to carry on parent education. 


Sick children come to the hospital, some of them 
as far as we know today inevitably sick—that is, 
we can’t help their being sick and in need of treat- 
ment—but many are the cases we have seen of 
children sick because of the ignorance of their 
parents or the ignorance of the community. 


When we think back to the story of the lowering 
of the infant mortality rate in this country—and 
that is too well known to need repeating—we know 
that teaching mothers how to care for their babies 
and way back in the early days teaching the im- 
portance of a safe milk supply, had much to do 
with lowering that infant mortality rate. 


I think back to the days when I was a public 
health nurse working in the field of infant hygiene, 
in the old Association in Boston, of an experience 
that I had at the Boston Dispensary one day, when 
one of the doctors said to me, “See here! We are 
not getting enough infectious diarrhea cases to 
teach our medical students! What are you doing 
out in the community?’ That was a long time 
ago, and perhaps they are not even thinking today 
that they have to teach their medical students about 
infectious diarrhea by showing it to them. We were 
doing parent education in those days, even though 
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the so-called parent education movement happened to 
be born later, but that doesn’t matter. We saw that 
sickness could be prevented by teaching mothers a 
few simple things about children, and as a matter 
of fact, even deaths were prevented. 


Take, for example, in more recent years, what 
has been done in diphtheria prevention. It has 
been an educational campaign. Parents have been 
taught they can protect their children against 
diphtheria. 


I look upon the public health nurse then as a great 
potential agent in parent education, but I also look 
upon the hospital as a great potential agent in this 
field. The hospital sees sicknesses that might have 
been prevented. Although its immediate and first 
job is to cure, if possible, the disease at hand, it 
can do much to prevent repetition by teaching the 
parents. . 


The Hospital’s Opportunity 


I have emphasized teaching in physical matters 
naturally because hospitals are primarily for the care 
of our bodies, but that doesn’t mean that I see the 
hospital’s opportunity for the education of parents 
as limited to that. We heard from Dr. Veeder how 
important he considers the education of the doctor 
in the growth and development of the young child; 
that is, it is not just a matter of education in the 
curative aspect of the field of health. 


It is as utterly ridiculous to be concerned for a 
healthy body without consideration for the health of 
the personality or for the health of the personality 
without concern for the health of the body, as if 
you attempted to care for a child one day and neg- 
lected it the next. What would you say, for ex- 
ample, to a person whom you criticized for neglect- 
ing a child, if she replied, “Well, I fed him yes- 
terday?” So our emphasis on one aspect and our 
neglect of another aspect of child care is ridiculous. 
It is as lopsided for the hospital to give exquisite 
physical care and pay no attention to the other 
aspect of the children’s need as if we fed him one 
day and didn’t feed him the next. 


If the hospital is going to have this all-around 
point of view of health, it is going to affect 
its care of the patient while in the hospital and it is 
also going ‘to affect its attitude in regard to the 
responsibility it has toward the patient’s future, 
and if the patient is a child, that means that the hos- 


pital has a responsibility toward the parents because ~ 


the child’s future is bound up in the parent. The 
hospital then is going to embark on a teaching 
program for the parent and it is going to teach 
something about the care of children in its broad 
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sense and not limit itself to physical considerations 
alone. The opportunity therefore is there. 


The Methods in the Hospital 


Now, as to the method. The hospitals have re- 
ceptive pupils actually coming to their doors, whose 
cooperation is actually necessary if the hospital’s 
job of bringing people back to health and keeping 
them there is to be done and whose cooperation can 
be won if they can be helped to understand what 
it is all about. Understanding is, of course, es- 
sential. 


I think back to an experience I had in my hos- 
pital, when I was in the infants’ ward. The super- 
visor taught me how to make the infants’ beds. 
There was a piece of white cloth which hung around 
the head of the bed which was tied by tapes to 
the top. I was told always to tie that around so 
that an inch of tape was left. You know, when 
you are tying a thing you tend to tie it tightly, 
especially when you are working at top speed. I 
tied these tapes up to the top of the bed, and I 
was called down by the supervisor again and again. 
She said, “Haven’t I told you that those are to 
be tied an inch below the top of the bed?” 


I would be horribly embarrassed and say, “Yes” 
and try to remember it the next day, and when I 
was making beds and flying through the ward, I 
would tie them tightly again. 


Finally one day the supervisor said, “Don’t you 
know why we want those tied an inch down?” 


I said, “No, frankly I don’t know.” I didn’t 
tell here I thought it was just the crankiness of the 
supervisor. 


She said, “Those have shrunk since they were 
made and when you tie them up tightly it leaves 
an air space across the bottom so there is a draft 
across the baby’s head.” 


I never forgot it after that. I had meant to give 
cooperation. I was doing my best to be a good 
pupil in the hospital, but I didn’t understand that 
situation. I know I was stupid, but then I was 
a pupil nurse and I hadn’t learned everything and I 
never thought about the draft across the top of 
the baby’s head. Of course, I never thought about 
the things having shrunk in the wash so they weren’t 
as long as they should be. She got my cooperation 
when she got my understanding. 


Opportunity may come knocking at our very 
door, and yet we may say it is utterly impossible for 
us to open the door. The place is crowded al- 
ready; there isn’t room for another opportunity. 





We look at our already crowded schedules and say, 
“We can’t take on another thing,” and we think 
we honestly mean it. But do we mean it when 
we think a thing is really essential? No, we don’t. 
When science discovered, as it did years ago, for 
example, that diphtheria in a children’s hospital, 
a dread thing that was always cropping out, could 
be practically wiped out by giving small doses of 
antitoxin, did we say, “We haven’t time to do that; 
the intern is too busy to go around every night 
giving doses of antitoxin to the children every three 
weeks?” Of course we didn’t. Look at the labo- 
ratory work developed in hospitals since we have 
come to know more, since science has given us so 
many more weapons with which to tackle our prob- 
lem. We somehow find time for the necessary 
things and money to support the laboratory when 
we are convinced they are essential. The insti- 
tutions that keep abreast of the times, that have 
the names of being the leading institutions of 
the country, are those who first make the important 
decision as to whether a new practice of some sort 
is essential or not and who undertake the project 
if they are convinced that it is essential. So the 
hospital will undertake something in the way of 
parent education when it believes that it is an essen- 
tial part of their health program. 


Schedules in hospitals are crowded ; there is much 


to be done. Sometimes there are things to stop 
doing, which relieves pressure in one place, but 
there is always pressure in another place; and it 
is not to be wondered that the busy executive’s re- 
action to a new proposal is tinged with negativism 
or at least hesitation. 


But hospitals are institutions working for health, 
aren’t they? They are concerned with prevention 
as well as cure, aren’t they? It seems to be the 
trend in all our thinking today, and it is inconceiv- 
able that the hospitals will lag behind. How, then, 
are they going to arrange schedules and teaching, 
hours, etc., in order to do this thing which is just 
waiting to be done? And who is going to do it? 
These are specific and practical questions and must 
be answered. 


Better Trained Personnel Needed in Work with 
Children 


In the first place I think of personnel, and with 
that one immediately thinks of education. We need 
today in all work with children better trained per- 
sonnel, people who have an understanding and 
knowledge of childhood, which is available today as 
it has not been in times past, personnel of this type 
in social agencies dealing with children, and in chil- 
dren’s institutions of all sorts. It implies educa- 


tion of the nurse, the social worker, and may I also 
say the dentist and doctor in their relation with 
children. With all due apology, I must say that I 
have seen both dentists and doctors in their rela- 
tion with children do and say things out of igno- 
rance, I know, and not with intent, which are 
actually damaging to children, which intelligent 
parents who have had education along this line are 
not doing. 


I am glad to say, in regard to the education of 
the nurses, courses in child guidance are being given 
and even being required. For example, at Wayne 
University in Detroit, for the first time this year, all 
public health nurses who are going to get their 
public health certificate are required—it used to be 
elective, now it is required—to take a course in the 
mental growth and development of the young child 
and the application of these principles to the child’s 
guidance. If such a course were required as a part 
of the pediatric training of all nurses, it wouldn’t 
be necessary to put it in as a requirement for the 
public health course. Is it not as essential for every 
nurse, as it is for the public health nurse, and isn’t 
it as necessary for the doctor as the nurse? We 
have then to work for a better-trained personnel. 


What We Can Do in the Education of the Parents 


But with a trained personnel, what can we do in 
the hospital in the way of the education of parents? 
In the first place with better trained personnel we 
will have better practice. We will have better eat- 
ing habits and less need for forced feeding and 
forced administration of medicines; we will have 
the hospital experience for the child, one that has 
as many values as it can have and as few liabili- 
ties as possible. We will not develop ward pets, 
spoiled children who go home to become actual 
nuisances to their families. We will not have chil- 
dren develop fear in hospitals, which take a deep- 
rooted hold and are hard to eradicate. 


I have seen records kept of the things which 
were said by nurses to children in hospitals, and 
it would make your heads hang in shame if you saw 
that list. I am sorry to say it is about comparable 
to a record which was kept by a student at Columbia 
of the things which she heard nursemaids say to 
children in Central Park—threats and lies, incon- 
sistencies, everything that one knows is undesirable. 


I don’t want to paint too black a picture, because 
I see so much in the hospitals that is good, but there 
is still so much to be done. It is not because we don’t 
want to do the right thing; it is because in so many 
instances we have a personnel that doesn’t under- 
stand children, and we must have a personnel who 
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understands. If we have that, we will have children 
who have perhaps for the first time in their lives 
the experience of discovering that they can trust 
the people about them, because they always tell the 
truth; who can rely on those who give them care 
because they know what to expect of them, children 
who feel secure because they have loving care which 
is directed by wisdom and not misdirected by 
ignorance. 


Sound practice in itself then, which will take 
little if any more time in the long run, will in itself 
be part of a parent education program. 


Parent Education in the Out-Patient Department 


When do parents make their contacts with the 
hospital? They come to bring their children to 
the out-patient department, and you as well as I 
know the long hours of waiting. Are we making 
them of as much value as we might? 


I spent a day in a children’s hospital not so many 
months ago, and when I went into the out-patient 
department, as I went onto the second floor, I said, 
“There is someone here who knows and understands 
children, who is not just a nurse who knows about 
children’s diseases.” It was as apparent as it could 
be, the difference between that floor and the other 
floors of the out-patient department. 


I talked with the nurse afterwards. I found she 
was a nurse who had taken a course in child guid- 
ance and parent education in connection with her 
public health course. She had had no more money 
to spend than the other nurses. She had begged and 
borrowed. She had a low table. She had a box by 
the drinking stand, so that even the little children 
could climb up and get their drink of water. She 
had posters which were around the room at about 
the height of the children. She had a few blunt 
‘scissors, some old magazines, and a pot of flour 
paste, and some sheets of paper. I am not surc but 
she had just newspapers. She had a group at the 
end of the morning, and there were still a good 
many children there, happy contented children. 
You felt it the minute you went on that floor. 
Instead of a whole group of tired mothers who 
were worn out with their children’s behavior, slap- 
ping them possibly, she had mothers sitting 
around in a group chatting. That was what had 
been accomplished on that floor. No money, no 
time, but something in the way of thought, and 
back of that, an education as to the need of children. 


The nurse in the clinic has not only the opportun- 
ity to set the stage in a way that shall make that 
experience a happy one rather than an unhappy one, 
‘but she has the opportunity of making positive sug- 
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gestions of doing a real piece of educational work 
m all of her individual contacts with the parents. 


Group Work in the Clinic 


I am not at all sure there isn’t an opportunity 
for group work in that situation. It is done today 
in public health clinics. Our school is cooperating 
in that matter in Detroit, and I am not at all sure 
that we can’t do something more in the way of 
group work in the clinic. 


Parents also come on the visiting day. Think of 
the opportunities that we have on visiting day, not 
only for demonstration and practice, but for our 
contacts with the parent. Of course, I think that 
visiting hour is the time when every nurse should 
be on duty rather than the time you cut down on 
your personnel and have them go off duty. Think 
of the money that the parents spend on presents for 
the children. Think of the times they try to 
sneak in some horrible piece of confectionery the 
child shouldn’t have. We act as policemen—lI say 
“we” probably none of you do but I have seen it 
done—and suspect the parent of bringing it in and 
take it from them. What about a demonstration? 
What about a group talk on child feeding and the 
values? What about positive suggestions as to 
what might be brought? How about the toys? Do 
we do anything in our education of parents as to 
a child’s need for being busy, and so guide. them in 
what they spend, what kind of toys they buy for 
their children? 


Visiting day, the out-patient department, the time 
of admission, every one of those offer opportunities 
for parent education as to methods—we will use 
various methods. After all, education has been 
carried on with more emphasis on one method at 
one time and more emphasis at another time on 
another method, but we do not count too much on 
the lecture method these days; we are a little bit 
skeptical of an instructor who does all the talking, 
but the lecture method is still used as a means of 
educating. We count on the printed worl. We 
count on visual education. We are counting on 
that more and more, and of course all demon- 
stration is a form of visual education. The 
spoken word, the printed word, visual education, 
group work, individual work, all those methods 
can be used in the hospital just as well as they can 
be used in the school. The hospital is a great 
educational institution, and I believe that it is see- 
ing it today as it never saw it before, and that 
within the next few years we wi!l see a tremendous 
impetus given to this type of work in the hospital, 
as an essential part of their doing their job of work- 
ing for health. 





Hospital Library Service in Rochester 
New York 


JULIA L. SAUER 


Head of Extension Department, Rochester Public Library 


“ HE hospital library service in Rochester, 
N. Y., is almost entirely a volunteer service. Library 
service in most of the hospitals in Rochester began 
in the ancient and honorable, but despised, fashion— 
a deposit collection of books sent out from the pub- 
lic library. Once in the hospital they were distrib- 
uted by an individual, or group of persons, serving 
as volunteers. Inevitably these workers felt cramped 
by the limited number of new books the public 
library could provide. There were book drives; 
funds were solicited and earned for the purchase of 
new books to augment the loan collection. Today, 
though we continue to send books regularly from 
the library, they are but an insignificant part of the 
hospital collections. Today these collections are 
housed in rooms of adequate size, they are systemati- 
cally arranged on the shelves, and most are classified 
and cataloged, or in process of being. 


The hours of opening vary in the different hos- 
pitals. All provide an ambulatory service that is 
regular and efficient. In one hospital at least, the 
library room is kept open during certain evening 
hours for the accommodation of the nursing staff. 
One hospital has a paid librarian. One hospital has 
a trained librarian in charge, serving as a volunteer. 
And there are, and have been, in other hospitals, 
trained and experienced librarians, giving their ser- 
vices as assistants. In only one hospital—the Con- 
valescent Hospital for Children—are assistants sent 
from the Extension Department of the Public 
Library for story-telling and book distribution. Even 
here the cataloging of the collection was originally 
done by one volunteer and one library staff member. 


There are two reasons, or rather two persons, re- 
sponsible for a volunteer hospital library service in 
Rochester that is, by all accounts, somewhat unusual. 
One was a woman with a rare love of books and a 
rarer ability in sharing that love. The wife of a 
prominent physician, she found in hospital wards a 
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place where books were needed; and she knew how 
to adjust herself to hospital conditions. It would 
be untrue even to pretend that the book itself had 
anything to do with the way the patients welcomed 
her. It was the chance to hear her talk about books. 
I have trailed the wards behind her and listened with 
new ears to some familiar bit of an old classic as 
she told it with unsurpassable charm, always very 
quietly, to a patient. I have forgotten, as completely 
as her other listeners, my surroundings, conscious 
only that here was a very great story-teller, a truly 
great teacher. To serve on her staff became a cov- 
eted privilege. Today she has become almost a 
legend to us. At her death there was no one to 
take her place, but her friends have left nothing un- 
done to maintain the standards she set. The service 
they give must rank with her own personal gifts. In 
her memory a beautiful library room has been fur- 
nished by her family—not a modern professional 
library room, but a book room in an older sense— 
a room such as one would find in a book-loving home. 
The personality of this gracious woman and the 
memorial to her have done more than anything else 
to formulate exceptionally high standards for library 
aid service throughout the city. 


Then there was another woman—one who has 
served on so many boards that she thixics always in 
terms of organization. She has learned the power 
of concerted action to achieve any ideal. Quietly, 
but insistently, over a period of years she continued 
to reaffirm the need for an organization of the heads 
of the library service in the various hospitals. As a 
result of her wisdom and effort the Rochester Hos- 
pital Library Council was formed. Its purpose, to 
quote from its constitution, is “to further library ser- 
vice in all the hospitals of Monroe County through 
the close cooperation of participating groups.” 


The Rochester Hospital Library Council 


The Library Council provides an opportunity for 
the heads of the library service of all hospitals to 
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come together for a discussion and solution of com- 
mon problems. It holds seven meetings a year. The 
program varies from year to year, but the policy has 
been to plan at least two meetings of general interest 
for the entire aide service, usually with an outside 
speaker. At the other meetings there is serious con- 
sideration of all sorts of fundamental issues, such as 
the methods of training aides, the ever present prob- 
lem of cooperation with the nursing staff, etc. It is 
recognized that the actual training of the aides is 
not a function of the Council. The heads of the 
work in the individual hospitals continue to be re- 
sponsible for that, but they derive much help from 
discussion of ways and means of developing the 
potentialities of their assistants. This year, recogniz- 
ing that book selection was a weakness, a study of 
Haines’ Living with Books was made. It was thor- 
oughly discussed and combed for any light it might 
throw on book selection problems peculiar to hos- 
pital use. In practically all hospitals regular book 
review groups have been organized for the aides. 
They are expected to know the contents of each book 
they handle, its value, its suitability for certain types 
of patients and its possible dangers, if any. 


The Hospital Library Council has made it possible 
to know better the persons who are doing similar 
work in town. It has almost entirely eliminated 
rivalry and competition. In its place has been put a 
genuine and wholesome desire, not to excel someone 
else, but to achieve and maintain a definite level that 
will rate well professionally. 


The superintendents of nurses are all members of 
the Council, and are constructive and frank in their 
advice. It was at the suggestion of one of them, if 
I remember correctly, that we once sent a question- 
naire to several hundred nurses, to be returned un- 
signed. It gave them an opportunity to express 
safely their grievances and opinions. The returns 
were disappointing, however. They had only praise 
to offer. 


The Council members keep in touch with every- 
thing available in print on hospital library service. 
They face squarely criticism of the work of un- 
trained volunteers and do their level best that they 
may not justify similar criticism of their service. 


At all times there has been the most cordial co- 
operation between the Hospital Council and the Pub- 
lic Library. The present director of the Public 
Library has been a member of it from the moment 
he came to the staff. The head of the extension 
department was its first chairman. The extension 
department assistants never miss a meeting that their 
schedules permit. Other staff members have taken 
part in the programs frequently. Following are some 
of the ways in which the Council and the Public 
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Selecting Books for Our Patients 


Library have worked together. An exhaustive 
bibliography of articles on hospital service was pre- 
pared, and distributed by the library to each aide. 
And it was used—the Public Library had ample evi- 
dence of that. A manual of procedure for the simple 
organization of the book collection was also pre- 
pared. Instruction in its use was given to each 
group in turn when it wished to classify and catalog 
its collection. Book-mending clinics have been held 
from time to time to show representatives from the 
hospitals how the library mends and patches up 
books that do not justify rebinding. 


The members of this Council have shown willing- 
ness to work and work hard and have shown good 
spirit in taking advice. Their organization has given 
them a professional objective and the determination 
to make their work professionally sound. 


Weaknesses of the Volunteer 


There are certain indisputable weaknesses in the 
use of the volunteer worker. Some can be over- 
come. Others seem to be inherent in her very being. 
For example, it is very difficult for her to acquire a 
professional attitude toward book selection. Her 
own tastes, dislikes, and preferences dominate. She 
finds it almost impossible to think of books objec- 
tively. She reads the New York Times and the 
Saturday Review and would trust them, when there 
is money to spend, in preference to the Book List, 
for example. She learns to appreciate very slowly 
the value of books which are below the level of her 
personal taste. The trained hospital librarian will 
welcome as an answer to prayer, the new Hospital 
Book List which the Hospital Libraries Committee 
of the American Hospital Association is sponsoring. 
The volunteer is apt to look at it askance because 
she has never heard of many of the books it recom- 











Volunteer Librarians Starting to the Wards 


mends. But we have made strides in one direction. 
We have learned to weed gifts ruthlessly; we have 
developed strength to discard (and destroy) books 
that we know are too old, too worn, too fine print 
for our use. We no longer send them on to some 
other institution. As a result, all of the hospital col- 
lections are smaller, more usable, and have less pad- 
ding of dead wood and unsuitable material. 


The second phase of work that the volunteer finds 
most difficult to surmount is to serve all the hospital. 
It must be because they began, years ago, as “pa- 
tients’ libraries” exclusively. Hardening of the con- 
cepts has set in. It would never occur to a trained 
librarian to eliminate one section of her clientele be- 
cause it happened to be a troublesome group to serve. 
But the volunteer finds it too much to reach out and 
include not only patients, but nurses, staff, the entire 
personnel. I know of but one hospital in the city in 
which the nurses, for example, are entirely satisfied. 
All are more content than formerly, it is true, but we 
have not achieved the utterly cordial atmosphere that 
should exist. The volunteer does not see how neces- 
sary to her success and her own prestige is the good- 
will of every group within the walls, however lowly. 


Another serious weakness is that so often the head 
of the service in a hospital is obliged to be away for 
a period of months at a time. No matter how faith- 
ful and regular her attendance while she is at home, 
the organization she has built up is usually not strong 
enough to withstand her absence. The substitution 
of one aide for another is of no special consequence. 
But the temporary withdrawal of the executive dis- 
rupts the service. The reason may well be that she 
has not yet learned sufficiently to delegate work to 
her assistants arid to train them in responsibility for 
its details. 


Limitations of Volunteer Service 


Before I continue in praise of the volunteer, may 


I make it quite clear that there are certain definite 
limitations which we must all recognize in regard to 
volunteer service. It should have no place in the 
mental hospital, nor in those divisions of the general 
hospital, devoted to mental patients. I can see no 
reason why the staff of any hospital should not say, 
“Into these wards you may not go.” Nor, for that 
matter, can I see any excuse but negligence for their 
failure to say so. It is absurd, of course, to think 
of any huge modern hospital, such as the Massachu- 
setts General, for example, existing without a trained 
hospital librarian. But there are hospitals of average 
size in most cities in which we know there will be no 
library service whatever, or a very limited service 
at best, unless it is undertaken by women from out- 
side. Would it hasten the appointment of the trained 
librarian if these women withdrew? Not, I think, in 
hospitals of this size. The need for books in hos- 
pitals is obvious—anyone who has ever been a pa- 
tient in one can appreciate it. Women are always 
ready and looking for fields of work. Whether we 
like it or not, whether from our professional stand- 
point we think it the best possible type of library 
service or not—the fact remains there will be for 
years to come—volunteer library service in hospitals. 
Rather than content ourselves with just making the 
best of it—we can make the most of it—and we can 
make the most of the volunteer. 


Making the Most of the Volunteer 


Who is she, anyway—this woman who gives her 
time to hospital work? In my town at least she rep- 
resents the finest women of the community. She 
likes books, she likes people, she has background, 
culture, and usually, most blessed of all—she has 
maturity. The more farseeing of the various aide 
services have recognized that this is not a field for 
the youngsters just out of hoarding school. For 
them other work is found. 


The volunteer, as I know her, is usually a person 
of good judgment, good sense, good taste, and good 
manners. Old-fashioned as the words, “good 
manners,” sound, I sometimes think they are the most 
important personal attribute in a hospital worker— 
comprising as they do, dignity, reticence, thoughtful- 
ness, unselfishness. The volunteer may have all of 
these things in as great proportion as the trained 
worker. There is nothing about a library school 
itself that develops tact or wide human interests. 
The volunteer, as I know her, is also a person of 
sufficient social manner to say exactly the right thing 
under any circumstances and to meet the most diffi- 
cult situation with poise. 


Even granted women of this caliber, a volunteer 
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hospital library service can be either efficient, busi- 
ness-like, intelligent; or it can be casual and hap- 
hazard. Which it is, efficient or casual, depends very 
largely on the means at their disposal of seeing ap- 
proved library methods; of adopting high library 
staridards; and of adjusting their work to profes- 
sional patterns. The very physical characteristics of 
the room they work in, will help to determine the 
quality of the work they do. A collection that is 
classified, however simply, well arranged, and kept 
properly shelved, cannot be a complete mystery to 
the aides who handle it. The result is a more in- 
telligent distribution of the books to patients. An 
orderly charging system, careful follow-up work, 
etc., results in the elimination of all that friction and 
irritation that a false accusation of a borrower 
sets up. 


The responsibility for the type of library service 
in the hospitals of our cities rests, I believe, in one 
way or another with the public libraries and the 
librarians in those cities. If it is economically pos- 
sible, the proper hospital authorities should be per- 
suaded to appoint a trained librarian. There is no 
one in so strategic a position as the director of the 
city library system to bring to the attention of hos- 
pital authorities the possibility of securing a profes- 
sional librarian. The hospital director will be an 
authority in quite different fields. Until inconveni- 
ence, chaos, or positive harm has brought it un- 
pleasantly to his attention, he is not apt to be con- 
scious of the need of a librarian—unless, of course, 
he, or some of his department heads, come from hos- 
pitals where the desirability of the trained librarian 
has’ been demonstrated. The advice of the recog- 
nized library authority in the city in pointing out the 
advantages of a trained librarian from the profes- 
sional, but purely disinterested point of view, cannot 
fail to secure the thoughtful consideration, at least 
of the director or the hospital-board. That board 
may not see its way clear to follow the advice at the 
moment. It may have to resort to temporary ex- 
pedients, but it should never be allowed to lost sight 
of the trained librarian as an ultimate goal. 


If the hospital cannot afford a trained librarian of 
its own, or is too small to warrant such an expendi- 
ture, the public library must provide the usual ser- 
vice through whatever department it has set up to 
contact its public outside its walls. 


But even in smaller cities or towns, where the 
town library does no extension work, whatever 
librarian there may be should assume some respon- 
sibility for the hospital service. Think of the city 
planning committees on which the busy atchitect or 
engineer serves without pay; the unlimited demands 
on the doctor in connection with public health and 
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Patients Selecting Books 


social service problems. Surely the trained librarian 
must take equal professional pride in seeing her field 
of work as well developed as she can make it by help- 
ing in an advisory capacity. I am not suggesting 
that we take on work that someone else should be 
paid for doing; that we spend our half day, like a 
bus man’s holiday, in working in some _ hospital 
library. Not at all. But in a noon hour we can 
weed, for some frantic volunteer, the collection that 
has just come from Mrs. Z’s attic, and give her the 
moral support the situation requires. There isn’t 
a village librarian but can tell the hospital worker 
in the town where she can order the best and sim- 
plest library supplies, or that her shelving doesn’t 
need to be twelve inches deep and ten feet high. 
There isn’t a school librarian but can lend, over the 
week-end, her D. C. Classification and help with a 
few explanations. We are justified, if you like, in 
refusing to do any actual work. But it isn’t needed. 
I have yet to see a volunteer librarian who was in- 
clined to shirk. It is always, “We'll do the work if 
you'll only tell us what to do.” 


The volunteer has intelligence ‘to take the best we 
can give. Have we not sufficient ability to teach? 
We need not be afraid of showing outsiders the in- 
side of the works. It will take away none of the 
magic of our professionalism if they see the wheels 
go round—even tinker a bit themselves with acces- 
sioning and shelf-listing, and what not. They are 
just tools—tools—means to an end. Playing with 
tools will give the volunteer a greater respect for the 
craftsman who can use them skillfully. 


The more the volunteer learns about library meth- 
ods—the more eager she becomes to increase the 
efficiency in her hospital—the more she sees the need 
of the trained experienced person to head the work. 
The development of the volunteer to the highest de- 
gree of efficiency is the surest way to the ultimate 
appointment of a trained librarian for that hospital. 
These women who give their time and their energy 
so freely have another thing to give, as well—their 
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influence. The widespread appointment of hospital 
librarians will never come because the profession 
recommends it. It is when, out of their experience, 
those women see the bigness of the work they have 
undertaken—its vital, serious aspects, as well as its 
recreational value—that they will use that influence 
toward bringing in the professionally trained person 
for the work they are now doing themselves. This 
influence is a contribution that only the volunteer can 
make. 


Is it too much to expect that these women will 
think thus constructively, that they will regard them- 
selves as temporary workers? No, I am sure that 
most of the leaders with whom I have worked will 
step aside gladly and let the professional worker 
take charge when the time comes. 


To make the most of the volunteer we must learn 
not to tolerate her. We have often been guilty of 
letting her muddle through petty difficulties that we 
could straighten out quite easily. The hospital, too, 
has “tolerated” her. It has accepted her work and 
praised it too unstintingly. The doctors have been 
too lenient, too courteous ; they have treated her with 
their best bedside manner as a patient. Sound, con- 
structive criticism would be kinder. Instant check- 
ing of her mistakes, as impersonally as if she were 
a paid employee, would keep her on her mettle. It 
would help her to acquire the hospital’s standard for 
service and to measure up to those standards. Inci- 
dentally, to be so treated, should (if she has any 
sense at all) flatter her sense of importance as no 
mere praise possibly could. My own feeling, and 
based only upon my own experience, is that the 
volunteer worker has a greater contribution to make 
than we have expected from her, greater potentiality, 
much, much more, in efficiency still to give. 


We have all learned many things in the last few 
years we never knew before. For one thing, the 
woman who wishes to give her time, has learned 
that the opportunities are limited, that trained social 
workers have taken over more and more fields. In 
Rochester, openings in the hospital aide sérvice are 
coveted. And on the other side, all of us in paid posi- 
tions have had experience in arranging and directing 
and fitting work to unsolicited assistants. We know 
more about showing others how to do work we 
should prefer to do ourselves. 


For my own city, if I.could have just what I 
wanted, I should have trained hospital librarians, of 
course, and at once, in at least three of the larger hos- 
pitals. There are eight all together. To serve the 
remaining hospitals, I should like one trained hos- 
pital librarian to supervise and direct the work, divid- 
ing her time between the hospitals. If that person 
could be employed jointly by the cooperating institu- 


tions, so much the better. It would bring her more 
nearly into her proper place in the hospital organiza- 
tion. It would demonstrate her value and desirabil- 
ity in that specific relationship. But if she could not 
be so employed, then I should like such a person as 
a special assistant in the Extension Department of 
the Public Library, giving her full time to hospital 
work. To the hospital she would bring assurance of 
professional standards. To the volunteer her direc- 
tion would bring confidence and support and the 
assurance that the work of that volunteer was either 
satisfactory, or would be made so. To the library 
she would bring a sense of satisfaction that its re- 
sponsibility was being well met, and met in a way 
that should contribute and not detract from the pos- 
sibility of the ultimate appointment of trained hos- 
pital librarians. 


However rapidly progress is made toward that 
ultimate goal, there is work ahead, as I see it, for 
years to come for the volunteer. We must make the 
most of her, demand more from her, criticize more 
constructively and make her development possible 
for the good of the work itself. And we should 
never forget the tremendous part that personality 
plays in any kind of social work. It isn’t your year 
in library school that makes you able to help the 
crushed and bruised, battered, and struggling pa- 
tients you serve. The woman who has her time to 
give may have lived quite as deeply—and as un- 
sentimentally—as one is ever permitted to live in a 
library school. Granted, of course, that you couldn’t 
be so effective and proficient without that training— 
but granted, too, it isn’t the training that makes you 
what you are. 


The gods have a way of scattering those sparks of 
infinite wisdom that make for success in social work. 
You have your share. But there are women giving 
their time who have it, too, and who have a splendid 
contribution to make (and are making) of‘ discrimi- 
nating, thoughtful, unsentimental service. 
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Adequate Preparation and Qualifications 


for Hospital Administrators 


FRED G. CARTER, M.D. 
Superintendent, The Christ Hospital, Cincinnati, Ohio 


“i iy HERE ARE NEARLY seven thousand hos- 
pitals in the United States. Each day we find over 
800,000 people occupying their beds. More than 
300,000,000 days of treatment are rendered annually. 
Hospitals in this country represent an investment of 
three billion dollars and their annual expenditures 
approximate $700,000,000. From the standpoints of 
services rendered, money invested and annual ex- 
penditures, they are in the aggregate a big business. 
In this connection it is also interesting to note the 
attitude of the man who is gravely ill. He doesn’t 
care whether hospitals or manufacturing or busi- 
ness of any kind falls into the classification of big 
business from the standpoint of dollars and cents. 
His horizon narrows down to the point where his 
interests center entirely on his chances of getting 
well. Without life and health nothing else matters 
to him. The smallest hospital in the world, if it is 
helping him with his battle, is the biggest business 
that his imagination can conceive. And so I may 
say that in more ways than one, and judged by any 
reasonable standard, hospitals, singly or in the aggre- 
gate, are big business. 


Coordination 


Big business requires proper coordination of all 
its constituent elements. The hospital is at once 
the workshop and the school of the science of heal- 
ing. It deals exclusively in the ailments of abnormal 
human beings. It is a business, it has wide com- 
munity aspects, it reeks with the science of medicine, 
it is a practical expression of religious principles. 
It includes in its make-up touches of nearly every 
human activity. It is essentially a melting pot of all 
of the practices of modern civilization. All of these 
elements must be properly coordinated. 


Coordination requires intelligent management. 
Without proper planning and proper marshalling of 
the forces which are at our command the operation 
of the hospital is like a story without a plot. The 
assembly line of an automobile factory looks simple 
enough to the average onlooker but years of man- 
agerial skill were necessary to bring it to its present 
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state of perfection. If such skill is of value to in- 
dustry which deals only with the material things of 
life, how much more important must be the man- 
agerial skill which deals in human lives. 


Intelligent Management 


Intelligent management can come only through 
properly trained executives. The ability to run a 
hospital successfully does not just dawn on an in- 
dividual, it is the result of careful training and 
wide experience. Anyone who thinks that he has 
heard a mysterious call to enter this work and that he 
is therefore particularly qualified for it was listening 
to some other noise and is no more capable of doing 
justice to such important work than he was of in- 
terpreting the original noise that started him on his 
way. Hospital administration must not be thought 
of as an emergency landing field for failures in other 
lines of business. It is not a convenient pigeon hole 
for pensioners and ne’er do wells if the interests of 
the hospital are given any consideration whatsoever. 
It is deserving of the attention and the best efforts 
of well trained executives. 


The modern hospital is a relatively new develop- 
ment in our social structure and the selection of 
executives to manage these institutions in the be- 
ginning has had to be a catch as catch can process. 
They have come from the ends of the earth bringing 
with them experiences and convictions as diverse as 
their origins. This material has been moulded into 
a semblance of uniformity through the media of 
conventions and hospital literature. Hospital admin- 
istrators have been fully aware of their own short- 
comings and the conventions and the literature which 
have been instrumental in helping them have re- 
sulted directly from their own groping after en- 
lightenment and help. - They believe that it is as 
much the obligation of the members of a profession 
or the followers of a vocation to improve and en- 
hance the value of that profession or that vocation 
to society as it is to practice the accepted principles 
thereof. They accordingly are doing everything 
within their power to advance the cause of hospital 
administration to the point where the utmost effi- 
ciency will obtain in this most important work. 












The Objectives of the American College of 
Hospital Administrators : 


Not satisfied with the progress that has been made 
to date they have recently embarked upon a new 
movement which promises to have far reaching con- 
sequences in the hospital field. I refer to the organ- 
ization some three years ago of the American Col- 
lege of Hospital Administrators which has for its 
chief purpose the improvement of hospital admin- 
istration. 


Almost immediately after its organization it was 
found that before any progress could be made there 
must be some sort of agreement as to what a good 
hospital administrator is. So much haziness existed 
in regard to his activities, his qualifications, and all 
of the other attributes which enter into his general 
make-up that it was at once obvious that some effort 
would have to be made to define or describe this 
individual. A committee was accordingly appointed 
to study the hospital administrator in relation to his 
job with the idea of bringing about some unanimity 
of opinion or understanding as to what he really is 
or should be. This committee reported to the Col- 
lege in 1935 presenting an analytical description of 
the duties, responsibilities, obligations and relation- 
ships of the hospital administrator. This study has 
been widely distributed and seems to be serving its 
purpose rather satisfactorily. 


To further clarify the picture an intensive statis- 
tical study has been completed under the direction 
of Robert E. Neff, administrator of the University 
of Iowa Hospitals, and J. Dewey Lutes, executive 
secretary of the College. This survey analyzes re- 
turns from approximately nineteen hundred hos- 
pital administrators and furnishes data of incompar- 
able value to those who may interest themselves in 
studying the present status of the hospital adminis- 
trator. It was made available to the field at the re- 
cent meeting in Cleveland and will serve to further 
clarify our conceptions of the work of the hospital 
administrator. 


Having devised a target at which to shoot, the 
College is now moving rapidly in the direction of 
specifying the type of training which seems neces- 
sary for people who desire to fill administrative posi- 
tions in the hospital field. During the past year a 
committee under the chairmanship of Dr. M. T. 
MacEachern has worked earnestly and intensively on 
this subject. Rev. Alphonse M. Schwitalla, Dean of 
the St. Louis University School of Medicine, and 
President of the Catholic Hospital Association, re- 
ported in detail for the committee at the recent meet- 
ing of the College in Cleveland. Dr. Joseph C. 
Doane of Philadelphia, Dr. Michael M. Davis of 
Chicago University, Dr. Claude W. Munger, presi- 


dent of the American Hospital Association, and Dr. 
M. ‘T. MacEachern, association director of the 
American College of Surgeons, discussed various 
phases of the training problem. 


Since this excellent report is basic to any under- 
standing of the things we are attempting to accom- 
plish for the hospital field, I feel that I would be 
negligent in my presentation of this subject if I did 
not attempt to convey to you some of the thinking 
which is permeating the minds of hospital leaders 
along the line of training hospital administrators. 


The Program of Education 


It is no secret that dissatisfaction justifiably exists 


‘ concerning the apprenticeship methods hitherto in 


use in the training of hospital administrators, and 
there is a feeling that a program of education with 
reference to the more formal preparation of individ- 
uals for this work should be undertaken. The com- 
mittee believes that the hospital administrator of the 
future should have had the educational preparation 
usually demanded for the Master’s Degree or its 
recognized equivalent. Obviously the more specific 
the program leading to the degree can be made, and 
the more the whole curriculum can be pointed di- 
rectly toward hospital administration, assuming as 
basic the need for an adequate general education, 
the more effectively will an educational program 
favor the uplifting of hospital administration and its 
identification as a definite profession. 


If this line of reasoning is correct it would seem 
to follow that the collegiate preparation of the under- 
graduate student who is to go into the field of hos- 
pital administration should be definitely correlated 
with a view to his future field of specialization. A 
curricular frame work might be established into 
which could be fitted a number of diverse programs 
but in addition to this there would appear to be a 
need for the recognition of a standard curriculum 
which could be used as a yard stick for measuring 
the acceptability of other curricula as adequate prep- 
aration for the field of Hospital Administration. 
This standard curriculum would be particularly help- 
ful in determining upon the proper advice that 
should be given to hospital administrators now in the 
field who wish to strengthen their basic preparation 
for the purpose of fitting themselves better for oc- 
cupying their positions. 


As to the course content of a curriculum leading 
to the Bachelor of Science degree in hospital admin- 
istration, it would seem that three classes of course 
sequence should be established. The first should be 
of a general educational nature occupying the first 
two years of the student’s time. The second class 
of courses should be of a basic professional nature 
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giving attention to accounting. and finance, man- 
agement and organization, and statistics. These 
would occupy the time of the student for the most 
part during the third year. In the fourth year the 
student’s time would be devoted largely to the third 
class of courses, the professional studies including 
sociology and social work, socio-legal courses, and 
hospital administration. 


Upon completion of this course of study the stu- 
dent would be considered eligible for an internship 
in a hospital approved for a hospital administration 
internship. During this year he would divide his 
time between the most important divisions of the 
hospital. 


Following his intern year the student would be 
ready to progress into his graduate study in one of 
four fields: administration and organization; man- 
agement; finance administration; and community 
relations. If he elects to follow a curriculum leading 
to a Master’s degree in one of these fields he might 
be expected to follow minor sequences in two of the 
others. Part of the Master’s program might well be 
of a formal, educational nature, and the other part 
of a practical nature. 


“In addition to outlining these more or less for- 
mal concepts of a basic training course for entrance 
into the field of hospital administration, the Com- 
mittee has given considerable thought to the needs 
of those who enter the work by way of the medical 
schools and the nursing fields. Their preparation is 
excellent as far as it goes but it is lacking in some 
of the things which are fundamental to a complete 
understanding of the problems of hospitals. It is felt 
that opportunities should be offered which will en- 
able such candidates for hospital administrative work 
and other candidates offering other types of educa- 
tional preparation to strengthen their preparation by 
filling in the gaps in their educational structures.” 


I have attempted to present here in a brief man- 
ner a digest of the work of the committee on the 
training of hospital administrators. If I haven’t 
quoted exactly, I have at least paraphrased the cur- 
rent thoughts of this group and of the leaders with 
whom they have consulted in their deliberations. 
We must admit that the program as outlined is an 
ambitious one, but all who are interested in the wel- 


fare of hospitals will at once sense its importance 
to the hosptial field. It represents the thoughts of 
hospital leaders as to what constitutes adequate prep- 
aration and qualifications for Hospital Administra- 
tors. 


“With such a program in effect, the next fifteen: 
or twenty years will see a definite professionalization 
of the field of hospital administration. In the hands 
of well trained executives, such as the program out- 
lined contemplates, hospitals are bound to move for- 
ward to far greater achievements than we have thus 
far experienced. Hospital administrators, them- 


‘selves, are ready and anxious to lend their support 


to this movement as evidenced by the part they have 
played in its initiation, but without widespread rec- 
ognition of the needs of the situation and without 
broad encouragement from all who are interested in 
hospitals little will come from the effort expended. 
Previous movements of a similar purpose but hav- 
ing a much narrower sponsorship have failed largely 
because there is a limit beyond which hospitals and 
hospital people cannot lift themselves by their own 
bootstraps. The wide interest which is already in 
evidence makes it appear that the determined effort 
which is now under way to improve and solidify hos- 
pital administration as a definite vocation and as a 
prime factor in the betterment of hospitals will meet 
with gratifying success.” 


By way of summarizing this presentation, may | 
say that hospitals, either singly or in the aggregate 
are big business; big business requires proper co- 
ordination; proper coordination requires intelligent 
management ; intelligent management can come only 
through properly trained executives. Hospital ad- 
ministrators recognize the need for the training of 
executives and are sponsoring this work through the 
American College of Hospital Administrators. Its 
committees have analyzed the job of the hospital 
administrator and now come forth with a definite 


‘program for training people to fit the specifications 


that have been set up. The College hopes that its 
efforts to point the way to better hospitals through 
better administrators will meet with approval and 
hearty support on the part of those who in the final 
analysis are responsible for the performance of hos- 
pitals, namely, the governing boards of hospitals. 








H. L Moses Appointed President of 
Montefiore 


Mr. Fred M. Stein has resigned as president of 
Montefiore Hospital for Chronic Diseases in New 
York City, and was succeeded on December 1 by 
Mr. Henry L. Moses. 


Mr. Moses has been a trustee of Montefiore Hos- 
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pital for fourteen years, during ten years of which 
he has been chairman of its Medical Committee 
and during eight years of which he has been, vice- 
president. Mr. Moses is prominent in civic and 
philanthropic affairs in New York City. 


Montefiore Hospital is the largest voluntary hos- 
pital for the scientific study of chronic disease and 
has a total of 962 beds for this purpose. 





How Shall the Hospital Trustee Acquire 
the Necessary Knowledge to Properly 
Discharge His Responsibility? 


LOUIS I. MATTHEWS 
President, St. Luke’s and Children’s Hospital, Philadelphia 


L.. US ASSUME, as a beautiful premise, that 
all hospital trustees are super conscientious in such 
matters of personal responsibility to their institutions 
as regular attendance at board and committee meet- 
ings, calm, thorough, and impersonal study of all 
internal and external problems to the end that wise 
and considered judgment may be carried into effect 
through delegated managerial authority. 


With the above as a sort of millenial background, 
we may turn to the consideration of that angle which 
is the most urgent and the most vital of present day 
hospital trusteeship; the angle which may mean 
salvation or decease, and which may be summed up 
in the sentence, “The financial background of our 
hospitals.” ‘ The word background is used advisedly, 
as it seems to be quite far back. 


In his authoritative work, “Hospital Organization 
and Management,” Dr. MacEachern sums up the 
essential duty of hospital trustees in two sentences: 
“The Board of Trustees is the governing body of 
the hospital.” “Its duty is to see that the hospital 
renders adequate service to the sick and injured at 
as low a cost as is consistent with efficiency.” Two 
illuminating sentences comprising a basic point of 
view from which each and every hospital trustee 
should approach the responsibility of his trusteeship. 
A third sentence might well be added: “It is the 
duty of the Board of Trustees to provide funds to 
balance operating deficits, if budgets cannot be re- 
duced to the level of income.” 


Hospitals Operated as Individualized Units 


I have been impressed by the fact that in spite of 
our many medical and hospital associations, councils, 
and so on, our hospitals in the United States are 
operated as thousands of separated, individualized 
units, each going its own way in its own way, and 
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paying little or no attention to any others, or to the 
hospital picture as a whole in either community or 
national sense. 


In the metropolitan centers, and even in smaller 
cities, large enough to have. several hospitals, trus- 
tees have no means at their disposal for comparing 
the work of their own institution with that of other 
institutions where costs would be reasonably com- 
parable. This is something which would be of in- 
estimable benefit. It has been proposed that some 
sort of a system of uniform accounting be established, 
with frequent periodic exchanges of comparable 
figures, but these proposals either have been defeated 
or died of inanition. 


State aided hospitals in Pennsylvania are on a 
system of so-called uniform accounting. It is not 
sufficiently uniform to be strictly accurate in inter- 
hospital departmental comparison, but in the broad 
sense of general comparison would be of genuine 
value if available to each hospital monthly. Un- 
fortunately, it is not available at all. 


The Variable in Unit Departmental Costs 


If our hospitals here in Philadelphia, where gen- 
eral costs are certainly comparable, could check unit 
departmental costs with those of other institutions 
doing about the same amount of service, we would 
very quickly know just where we were good, just 
where we were bad, and just where we were indiffer- 
ent. In all seriousness, an argument has been ad- 
vanced that inter-hospital comparison is valueless 
because of the widely divergent problems of indi- 
vidual institutions. If that argument were true, and 
no common meeting ground existed between our in- 
stitutions, the future of our hospitals would be darker 
than it is. The argument might have some weight 
if the annual reports of the various hospitals in the 
same community showed reasonably close unit costs 
in the several departments, but if any trustee will 
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take the time and make the effort to check a group 
of annual reports which, unfortunately, are the only 
reports he could obtain, he will find that the mini- 
mum spread between lowest and highest unit costs 
in any department will vary by at least two to one, 
and in some departments will run as high or higher 
than four to one. 


Obviously, this wide spread of unit costs refutes 
any argument that they are caused by divergent prob- 
lems. We must also remember that we are not in 
commercial competition with each other. We are 
not striving to make a few cents more profit than a 
competitor. We are trying only to reduce individual 
and community loss. | 


This puts the simple question squarely up to the 
several boards of trustees: “Why haven’t you taken 
action long ago to secure for yourselves and your 
hospitals something so elementary in its mutual bene- 
fit as a checking system?” 


The reason, or reasons, why nothing has been done 


is, of course, a matter of opinion rather than of fact. 


It may be that trustees have been so concerned with 
the individual problem of their own institution that 
the broader problem of definite benefit to themselves, 
as well as the community, has escaped notice. It 
may be that we incline to a narrow, insular prejudice 
in favor of our own hospital, and do not see beyond 
its doors. It is an unquestioned fact that American 
hospitals have built up a world record and have set 
a world example in the primary purpose for which 
they were created ; the treatment and care of the sick 
and injured, and that, because of the emphasis upon 
this primary purpose, questions of financing and of 
business administration have slipped too much into 
a secondary position. It is high time, and it is not 
too late, to remedy the situation and to create a 
proper balance between professional and business 
divisions of the hospitals. 


The Proper Balance Between Professional 
and Business Divisions of Hospitals 


Each trustee in each unit of our hospital system 
is perfectly well aware that the total investment in 
hospital plants and equipments runs high into the 
billions of dollars; that the total operating expense 
annually runs into billions more, with operating def- 
icits totaling millions. Due, unquestionably, to the 
traditions of centuries, hospitals are firmly ‘labeled 
in the public mind, and possibly in the minds of some 
trustees, as “charitable institutions,’ although the 
volume of service rendered constitutes a vast indus- 
try. Once again, it is high time to clarify in the 
minds of our trustees and of the general public that 
our hospitals are not “charitable institutions,” but 
rather “humanitarian” institutions, which must, if 


they are to endure, be directed and operated upon the 
soundest principles of industry. 


We trustees may safely place responsibility for 
the professional care and treatment of patients in 
the hands of our able medical staffs, and concen- 
trate our attention and effort upon adequate financ- 
ing and efficient business management, so that our 
hospitals may become self-supporting and cease to be 
public mendicants. 


Placing it in the form of a question: “Should our 
hospital trustees conform to the ethics and standards 
of industry, and meet obligations as industry must 
meet them, or continue, year by year, to pile up un- 
payable deficits under some hazy shelter of sacrosanct 
immunity until the inevitable collapse comes, and we 
are taken over by the Government, to be operated by 
politics and supported entirely, instead of in part 
by taxation ?” 


Remembering that “the duty of the governing body 
is to see that the hospital renders adequate service 
to the sick and injured at as low a cost as is con- 
sistent with efficiency,” are we, as trustees for prop- 
erties which we do not own, or have any direct 
financial interest in, justified morally, even if not 
legally, in extending our services beyond the limit 
for which we are able to pay, and is the plea, alibi, 
or excuse of public need sufficient justification for 
doing so? 


Let us examine into these questions further. Who 
suffers if hospital bills are not paid? Certainly not 
the patients or, for that matter, the hospitals them- 
selves as long as they can remain open. Those who 
do suffer are the varied industries which furnish 
equipment, medical. supplies, foodstuffs, fuel, and 
so on. We cannot go on forever receiving in full 
and paying in part! Of course, there are some hos- 
pitals which are able to meet their obligations in full, 
but we are not discussing exceptions, rather the great 
mass of institutions which are running at an operat- 
ing deficit, upon a financial background built upon 
sand. 


From what sources does the income accrue which 
provides the sandy background upon which you and 
I, as trustees, struggle along to keep our institutions 
going? Income from patients? Insufficient! In- 
come from endowments, if we are fortunate enough 
to have any? Insufficient! Donations? Insufficient! 
State, County, or Municipal subsidy? Insufficient! 
Result. Deficit! 


Here in Pennsylvania, non-sectarian hospitals re- 
ceive State aid. It was insufficient in the happy days 
preceding 1929. It was raised in amount in 1931 
and again in 1933, but it remains insufficient. As a 
logical result of the depression, returns from endow- 
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ments have been cut, and Community Chest returns 
have decreased. It is no longer possible, or even 
reasonable, to rely upon private giving! Several 
weeks ago, the President of the United States ap- 
pealed to private charity to take over a larger share 
of the load on the premise that private incomes had 
increased enormously. I do not question the Presi- 
dent’s statement, but it entirely overlooks the fact 
that over a period of some six years, there are equally 
enormous losses to be overcome before new surplus 
is available. At the present moment, it seems to me 
that these enormously increased incomes are as 
much in the background as operating surpluses in 
our hospitals. 


A Study of the Annual Reports of 
Twenty Hospitals 


In attempting to answer the question, “Should 
hospitals conform to the ethics and standards of in- 
dustry, and meet obligations as industry must meet 
them?” it is of value to cite a comparison which has 
been made from the annual reports of approximately 
twenty hospitals for the year 1930, which was the 
peak year both in expenses and volume of service, 
and the year 1935. During these years so much 
written and spoken propaganda has come forth to 
the effect that hospitals have been driven to the wall 
by losses in their pay service and increases in their 


free service that the comparisons may be surprising 
to some of my listeners. 


Total in-patient service did not increase as so 
many of us have been led to believe. On the con- 
trary, it decreased by a substantial amount and, 
therefore, the total load was somewhat lightened. 
True, the decrease was in the pay service, but the 
slight increase in ward days was compensated for 
by a large gain in full paid ward days, and the total 
expense of operating the pay and ward services was 
reduced far below the loss in income from the pay 
service. 


Summing up the entire operation of the group of 
hospitals, total expenses were reduced by more than 
a million and a quarter dollars, while total income 
was reduced only nine hundred sixty-one thousand 
dollars. In the face of that record, the cry of “wolf” 
that the depression has wrecked our hospitals seems 
to fall rather flat. 


There is another factor of importance. With less 
beds in operation, and without including capital ex- 
penses, the actual operating cost per bed was $1103 
for 1935. Sixty-seven per cent of these beds were 
occupied, and thirty-three per cent were empty. Al- 
lowing twenty-five per cent of average occupancy as 
a reserve for peak loads, there were left 688 beds for 
which there was no use whatever, at a cost to the 


community of $759,000 wastage. As the operating 
deficit was $212,000, the inference is apparent. In 
round figures, half a million dollars was wasted for 
unneeded accommodations in this small group of hos- 
pitals alone. 


The conclusion to be drawn from this purposel, 
brief summary of figures and comparisons is crysta! 
clear. Economies, forced by the depression, reduced 
operating costs by a much greater sum than cor- 
responding loss of income so that hospitals we: 
actually in better financial shape in 1935 than ‘ti 
pre-depression years, but no one has seemed t 
notice it. 


It is not unreasonable to assume that if the curse 
of over-hospitalization is reduced in metropolitan 
centers, many hospitals will be enabled to meet their 
operating budgets and become self-respecting mem- 
bers of industry—which sets up a very good target 
for hospital trustees to shoot at! 


Where the Eventual Solution of Our Hospital 
Problem Lies 


The eventual solution of our hospital problem 
seems to me to resolve into one of three inescapable 
alternatives : 


1. Cutting the service to meet income 

2. Adequate support from the State, County, or 
Municipality for the care of indigent cases 

3. Sooner or later, collapse 


To cut service to meet income would defeat the 
human cause for which hospitals exist. In bald 
language, it would mean turning away men, women, 
and children in need, which is unthinkable. In 
equally bald language, we are now accepting these 
men, women, and children without sufficient funds 
to pay for their care. Trustees of American hos- 
pitals are truly between the devil and the deep blue 
sea. We cannot cut service, and we cannot continue 
service without proper financing. 


A Lesson That the Depression Taught 


It is impossible to place too much emphasis upon 
the fact that hospital deficits were not caused by the 
depression. The deficits were higher in the days of 
our greatest prosperity. A lesson taught by the de- 
pression and hitherto unlearned, is that private giv- 
ing is insufficient to support the volume of service 
needed, and that the local, County, and State Govern- 
ments have side-stepped for years their civic re- 
sponsibility for the adequate treatment and care of 
their indigent citizens. 


It is right that relief is extended by the Govern- 
ment to indigent families to prevent starvation. 
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It is right that the Government provides an educa- 
tion for American children. 


It is equally right that the indigent sick and in- 
‘ired should be provided for by adequate subsidy to 
compensate the American hospital and the American 
pysician. 

‘It is equally right that this subsidy should be pro- 
tected by proper legislation to prevent chiseling and 
other abuses, and it is the most immediate, the most 
, essing job confronting American hospital trustees 
to secure it. 

‘It is a fact that State or local subsidy does not 
carry the load. 


* It is a fact that for several years we have had un- 
precedented Federal spending, and that that spend- 
ing has been along almost every other line than taking 
care of the sick and injured. 


. It is a fact that the American Hospital Associa- 
~ tion requested Federal aid for support of the hos- 
pitals; that this aid was refused and referred back 
to private charity. 


It is a fact that legislation was in process of prep- 
aration by which some’form of State Medicine would 
have been imposed upon this country, but, thank 
God, we escaped that. 


It is often advisable to forget details and concen- 
trate on basic fundamentals, and the basic funda- 
mental in our problem is that there is no such thing 
as free medicine. Somehow, somewhere, medical 
and hospital care must be paid for, and if it is to 
remain upon the high plane of ability and service 
now rendered by the medical profession and our hos- 
pitals, must be paid for adequately or deteriorate. 
To hold it at the present level, or to build to higher 
levels is something which will never be accomplished 
by waiting for someone else to do it, by listening to 
papers, or by pussy-footing tactics. It is a fight! 
Perhaps a fight for existence by many of our institu- 
tions, and we can win it only if our trustees and our 
medical men get together, stand together, and fight 
together. 


Are you ready to meet the issue ? 








A Fire in a Hospital Record Room 


A fire that started at three o’clock in the morning 
in the record room of the Cook County Hospital, 
Chicago, filled the building with smoke, and but for 
the prompt action of a telephone operator, a resident 
physician, and the fire guard it may have resulted 
in serious loss of life among the 2,715 patients which 
were in the hospital at the time. None of the patients 
were injured. 


The record room is on the first floor of the hos- 
pital, and the fire of unknown origin started when 
the room was unoccupied. It contained the accumu- 
lation of twelve years of patients’ records, many of 
them filed in wooden cabinets. 


The telephone operator, according to reports, 
first detected the fire when she observed that the 
automatic signal indicated that the record room 
was overheated. She promptly notified the fire 
guard and the resident physician, who were a short 
distance away. 


The fire guard ran to the standpipe and with the 
resident’s assistance unrolled the hose line to the 
record room. When the water was turned on the 
hose, which was dry and rotten from disuse, burst 
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under pressure. By the time a second hose was 
brought into play the flames in the room had 
spread through the files of cabinets, and the door 
closed before the fire guard could bring the hose 
into the room. In spite of the dense smoke he was 
able to fight the flames lying flat on the floor, 
while playing the hose. With the arrival of the 
fire department, within a few minutes after the 
start of the fire, the flames were under control, 
and the loss limited to the record room. 


The corridors and wards of the hospital, in the 
meanwhile, were filled with dense smoke, and the 
patients were badly frightened. Due to the fire 
discipline of the physicians, nurses, and attendants 
on duty, the patients were well looked after and 
soon quieted. ; 


The lesson this fire should bring home to hos- 
pitals is the necessity for care and inspection of 
fire equipment in the hospital, and the fire drill 
for employees. The management of Cook County 
Hospital deserves a great deal of credit for the per- 
formance of its personnel during the short time 
that a serious fire disaster threatened the institu- 
tion and its patients. 











Qualitative Study of Nursing Service 
at Albany Hospital 


EVERETT W. JONES, B.S., Executive Director, and EVELINE L. GRIFFEN, R.N., B.S., 
Director of the Study 


Albany Hospital, Albany, New York 


A PPROXIMATELY FIFTEEN MONTHS AGO the 
executive director of the Albany Hospital instituted 
a job analysis and qualitative study of the nursing 
department, which carried 302 employees and repre- 
sented approximately sixty per cent of the hospital 
payroll. 

It was a fact-finding survey, with the purpose of 
improving the quality of nursing service, standard- 
izing nursing service wherever possible, and forms 
the basis for a later cost study. 

The medical, nursing, and administrative staffs 
were kept informed, and their cooperation and in- 
terest in the study secured and maintained through 
circular correspondence and frequent conferences. 


Principles of Job Analysis 


Operation studies are made to substitute fact tor 
judgment and guess, as the foundation of sound 
management ; to determine definitely tasks which em- 
ployer is buying, and employee selling; to capture 
the skill of best workers and make it permanently 
available to ordinary workers; to improve products 
of labor, and to lower costs. 

Time study may be defined as a searching, scien- 
tific analysis of methods and equipment used or 
planned in doing a piece of work, development in 
minute detail of the best way to do the particular 
job, and an accurate determination of the average 
time required. 

Motion and job analysis and standardization is 
divided into the following parts: 

1. Recording and analyzing existing conditions as 
to methods, equipment, and personnel and to 
determine that the best obtainable are being used 

2. Breaking down the operation into smallest mo- 


~ 


tion elements 

Critical study of these elements, eliminating un- 

necessary delays, discarding useless elements, 

and improving remaining ones to top efficiency 

4. Putting together these improved essential ele- 
ments into the best combinations, and training 
workers on new basis until habit brings auto- 


os) 


maticity 
5. Determining allowances for necessary delay and 
fatigue 
Drawing up detailed instructions covering equip- 





ment necessary, elemental operations in detail, 
and in proper sequence with average time needed 
for each 


N 


Establishing and maintaining proper working 

conditions, equipment, and supply of material 
A task which results in immediate or gradual ex- 
haustion of the worker has been poorly set. Proper 
job or procedure standardization always limits work 
to that rate at which worker can work indefinitely 
year after year, and maintain good health and be 
happy. 

Our starting point at Albany Hospital was the set- 
ting up of a system of daily reports to give us an 
accurate day by day picture of the hours given per 
patient per twenty-four hours by the various ele- 
ments in the nursing department, that is, graduate 
general duty nurses, student nurses, nurse aides, 
and orderlies. 

We have determined with a fair degree of cer- 
tainty that more than four hours per patient per 
twenty-four hours by students and graduates is 
wasteful. We know it results in a cost which the 
hospital cannot carry. We also believe, although 
we are by no means certain, that less than three hours 
may result in poor nursing service and overworking 
of personnel. We, of course, recognize that certain 
services, such as, tuberculosis and maternity, require 
less than the average, and others such as pediatrics, 
psychiatric, contagion require more than average. 


Study and Analysis of Nursing Department 


In line with our policy of making a careful fact 
finding survey of the hospital, we started a thorough 
study of the nursing department. The general objec- 
tives accepted for this study were the following: 

Improved nursing care for patients 

Better working conditions for nurses 

Possible economies in operation 

This study was being considered some time before 
we decided to unite with Russell Sage College in the 
New School for Nurses. This new educational ven- 
ture has given added impetus to our desire to im- 
prove our standards of nursing. 

We consulted with the following leaders in the 
nursing profession: 
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Effie Taylor, president National League of Nursing 

Education 
Marion Rottman Fleming, formerly director of nurs- 

ing in all New York City Municipal Hospitals 
Clarabelle Wheeler, executive secretary, National 

League of Nursing Education 
Blanche Pfferkorn, director of studies, National 

League of Nursing Education 
Helen Young, director of nursing, Presbyterian Hos- 

pital, New York City 
Marion Howell, director of nursing, Lakeside Uni- 

versity Hospitals, Cleveland, Ohio 
Cecelia H. Hauge, superintendent nurses, University 

Minnesota Hospitals, Minneapolis 
Rachel McConnell, superintendent of nurses, Hart- 

ford General Hospital, Hartford, Conn. 

Edna Newman, director of nurses, Cook County 

Hospital (3,000 beds), Chicago, Illinois 
M. Helena McMillan, superintendent of nurses, 

Presbyterian Hospital, Chicago, Illinois 
and several others. 

Miss Pfferkorn, director of studies of the National 
League of Nursing Education, spent Friday, Satur- 
day, and Sunday (8/2 to 8/4/35 incl.) with us and 
with her aid we started our studies. 


Scope of Study 


1. Complete qualitative study of our nursing pro- 
cedures— 
Technique 
Equipment 
Physical layout of wards, etc. 
Grading of personnel. 
2. Comparison of our practices with composite ideal 
procedures set up by National League 
3. Making of necessary changes in our technique 
and equipment 
4. Attempting to more clearly define work to be 
done by nurses, nurse aides, orderlies, and ward 
cleaning maids 


Following this thorough study of procedures, we 
undertook a quantitative or time study of various 
procedures in an attempt to set an average standard 
figure for the total number of hours per patient per 
twenty-four which must be supplied by the nursing 
department to insure good nursing care and economy 
of operation. In this connection it is interesting to 
note that most hospitals have no idea of how much 
nursing time they are providing. The five or six 
hospitals contacted by us that have investigated this 
have reported from 2.5 to 4.0 hours per patient per 
day. The non-teaching hospitals usually provide less 
nursing hours than the university teaching institu- 
tions. 

When we consider the vital importance to the 
patient of the very best nursing care and the fact 
that the payroll of the nursing department totals 





approximately $335,000 per year or about sixty per 
cent of our total payroll, it is evident that this vital 
part of our hospital organization merits careful 
study. 


Procedure of Observations and Job 
Analysis Outlined 


In August 1935 Albany Hospital began the quali- 
tative study of its nursing service. , 

During the first ten weeks of the study, the direc- 
tor observed the quality of the nursing care given 
by student and graduate nurses to private, semi- 
private, and ward patients on the general services of 
the hospital. Since the object of this phase of the 
study was to determine quality, rather than quantity, 
observations of a given nursing procedure were dis- 
continued as soon as a fairly consistent repetition of 
practices was noted. Concurrent with these observa- 
tions, records which would convey pertinent infor- 
mation concerning the performances were made and 
placed on file. Several performances of a few of 
the basic techniques such as bed bath, giving of 
medicines, and taking of temperatures were tabulated 
against check lists of the essential elements involved. 

Incidental to the analysis of procedure perform- 
ance, observations were made of the work of the 
subsidiary workers, of the working conditions, and 
of nursing administration routines. A few job anal- 
yses were made of the work of the nurse aides. 
From these analyses a functional classification of the 
activities of this group was prepared for use in 
working out a plan of instruction and supervision 
which will ensure a proper allocation of duties and 
responsibilities to this group. <A similar study will 
be made of the activities of the other groups of sub- 
sidiary workers. A few job analyses were made also 
of the work of the head nurses, assistant head nurses, 
and other nursing personnel from which functional 
classifications will be made as a basis for determining 
the most desirable allocation of duties and responsi- 
bilities. 


Study Committees Organized 


Early in the study, two committees were organ- 
ized: (1) a committee to consider the details of the 
findings, particularly those related to the revision 
of nursing procedures, composed of members of the 
Russell Sage College School of Nursing and the 
nursing service of the Albany Hospital and (2) a 
committee with an administrative function composed 
of members of the Russell Sage College School of 
Nursing, the Albany Medical College, and the Al- 
bany Hospital administrative and nursing staffs. Ten 
consultants selected from Russell Sage College, Al- 
bany Medical College, and Albany Hospital were 
named. Other consultants were secured as the needs 
arose. Adelaide A. Mayo, director of the Russell 
Sage Colleg@ School of Nursing, served as the chair- 
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man of these committees and the director of study 

as the sceretary until this past month when both com- 

mittees were reorganized. 

The activities of the meetings of the committee 
concerned with procedure revision centered about 
the following: 

1. Discussion of the current practice as observed 
and reviewed by the director of study 

2. Consideration of issues relative to equipment and 
method (prepared by director of study from 
survey of current hospital practice, nursing 
procedure manuals, nursing literature, and con- 
sultations with various authorities, resulting in 

emphasis on specific nursing practices and the 
principles underlying those practices ; 

3. Discussion and revision, when necessary, of the 
nursing procedures revised tentatively by the di- 
rector of study on the basis of decisions reached 
from the discussion mentioned in (2) 

4. Consideration of details of ward management 

This committee met for three hours twice weekly. 
Minutes of the meetings were recorded by the sec- 
retary, approved, placed on file, and copies were 
made for the chairman of the committee, the super- 
intendent of nurses, the executive director of the 
hospital, the director of study, any consultants pres- 
ent and the supervisor of the ward set aside for the 
trial of procedures. Topical and annotated indices 
to these minutes were prepared by the secretary so 
that the decisions and recommendation of the com- 
mittee might be referred to readily. This commit- 
tee is now composed of an assistant to the superin- 
tendent of nurses, chairman, the clinical instructors 
of medical and surgical nursing and the director of 
study, secretary. It was felt that this smaller com- 
mittee might progress more rapidly now that most 
of the ground work and the majority of the funda- 
mental procedures have been revised. 

The committee having the administrative function 
met less often. It considered all issues and recom- 
mendations referred to it by the committee revising 
procedures and determined what action should be 
taken in regard to them. This committee is now 
composed of executives of the Russell Sage College 
School of Nursing, the medical and executive staffs 
of the hospital, and the chairman of a professional 
advisory committee of the hospital staff, composed 
largely of doctors, which will review the revised 
nursing procedures for approval. All nursing pro- 
cedures concerned particularly with the special serv- 
ices such as the eye irrigation, throat irrigation, and 
catheterization will have been approved by the chief 
of the service concerned at the time of the revision 
by the procedure committee. 


A Ward Is Set Aside for the Trial of Procedures 


In order to minimize the possibility of confusion 
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from repeated temporary adjustments occasioned by 
changes in nursing procedures and administration, 
one ward on the medical service was set aside for 
the trial of procedures, special equipment, and rou- 
tines suggested by the committees. Before starting 
this project the medical and nursing staffs were 
familiarized with it through conferences. Members 
of the nursing staff of the ward were given the 


’ privilege of attending some of the meetings of the 


procedure committee in order that the best possible 
understanding might be secured for the success of 
the project. Procedures were discussed with the 
staff nurses and demonstrated to them if major 
changes had been made. Then performances of. 
these procedures were supervised closely and the 
staff nurses were solicited for criticisms to be evalu- 
ated by the procedure committee and suggestions for 
a subsequent revision were noted by the secretary. 
Many practical suggestions were received. With 
minor exceptions the revised procedures were found 
workable. The trial use of various articles of equip- 
ment minimized the possibility of purchasing equip- 
ment which might soon be found unsatisfactory and 
hence an economic waste. The full’ cooperation of 
the hospital purchasing agent was essential to this 
phase of the study. The assistant executive direc- 
tor, G. R. Studebaker, an engineer, was a valuable 
consultant. 

The executive director of the hospital has kept 
the executive boards of the hospital and of the Rus- 
sell Sage College School of Nursing informed con- 
cerning the progress of the study and on a few occa- 
sions the director of study has made formal reports 
to these boards. This practice has facilitated greatly 
the direction of the work. 


Changes in Procedures Must be Gradual 
and Well Planned 


Throughout the study, it has been understood that 
emphasis would be placed upon making the best pos- 
sible revision of procedures in order that it might 
not be necessary to cover the same ground at a later 
date. However, it is accepted that continual revi- 
sions of these procedures will be essential to achiev- 
ing the best possible nursing care. Immediate action 
on recommendations of an administrative nature is 
essential to preparing the way for the institution of 
the revised procedures. The introduction of re- 
vised procedures and changes in administrative rou- 
tines must be gradual and well planned. Many 
demonstrations and informal conferences with mem- 
bers of all groups of the nursing personnel are in- 
valuable because only when the workers feel that 
they have a part in the planning will they develop 
and maintain the interest and infinite patience re- 
quired to supplant the pet traditions more or less 
common to all hospitals. 
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The Julius Rosenwald Fund 
Grant 


The Trustees of the Julius Rosenwald Fund an- 
nounce a grant of one hundred thousand dollars 
to the American Hospital Association for the work 
of the Association’s Committee on Hospital Serv- 
ice, to cover its activities for a period of five years. 


In accepting this grant for the Association, our 
Board of Trustees is appreciative of the confidence 
which a large philanthropic foundation reposes in 
the American Hospital Association and its faith 
in the ability of the Association to successfully ac- 
complish the purposes for which the grant is made. 


It is now ten years since the American Hospital 
Association began its initial study of Hospital 
Service for people of limited means, through a 
system of periodic payments. The purpose of this 
study was to develop a sound program for mak- 
ing hospital service available to the largest possi- 
ble number of our people, and with financial ar- 
rangements which all could afford to enter into. 
The plan was altruistic in purpose and in policy 
—its primary object was to insure a wider distri- 
bution of hospital service, made easily available, 
and an assured security of adequate hospital care 
when and as it was needed. This for sixty per cent 
of our population comprising that limited income 
level, which lies between those who can afford to 


pay and those who are frankly indigent. 


The plan submitted and approved by the Asso- 
ciation after competent study was a sound plan. 
This is evidenced by the increasing number of par- 
ticipants in the plan, and by the faithful discharge 
of the responsibilities assumed by the hospital serv- 
ice organizations and the hospitals back of them. 






ERrTORiaALa 


In the following letter to Dr. Basil C. MacLean, 
chairman of the committee, Mr. Edwin R. Embree, 
president of the Julius Rosenwald Fund, announces 
the grant: 


“T have the honor to inform you that the appli- 
cation of the American Hospital Association for 
support of its Committee on Hospital Service was 
presented to the trustees of the Julius Rosenwald 
Fund at their meeting on November 14. Our 
trustees were impressed by this proposal to im- 
prove methods of financing hospital and clinic serv- 
ice, particularly group hospitalization, and to pro- 
vide a means for carrying on under effective 
auspices the work of C. Rufus Rorem. 


“The trustees of the Fund have voted to appro- 
priate one hundred thousand dollars ($100,000) 
to be paid to the American Hospital Association 
over a period of not more than five years begin- 
ning January 1, 1937, for the support of a pro- 
gram in the study and promotion of group hospitali- 
zation and related matters of hospital service, in 
general accordance with the plans and program out- 


lined in your letter. 


“We make this grant outright to the American 
Hospital Association for its Committee on Hospital 
Service. We stand ready to make payments in such — 
ways and amounts that may be convenient to the 
Committee, the only restriction being that our pay- 
ments are limited to a maximum of $25,000 in any 
one year. We are interested in seeing the work 
proceed vigorously and are quite willing, if the 
Committee desires, to make payments of this max- 
imum amount from the very beginning of the 
work. We feel that in such matters the operating 
organization should have complete autonomy in 
the building of its programs and the administra- 


tion of its funds. We do not, therefore, reserve to 


ourselves any right of review of the programs car- 
ried out by your Committee under this appropria- 
tion other than that they shall be in general accord- 
ance with the outline contained in your letter. 

“We feel honored to be able to cooperate with the 
American Hospital Association and its Committee 
on Hospital Service in this important work. 

“Very truly yours, 
“EDWIN EMBREE.” 


The American Hospital Association is deeply 
sensitive of the generous action of the Julius Rosen- 
wald Fund. It is grateful, through the provision 
which the Fund has made, for the opportunity 
to carry forward a program for the hospital care 
of the sick which, as the Committee on Hospital 
Service develops its program, will constitute a val- 
uable contribution to the public welfare. 


se Se 


Voluntary Giving and Gov- 
ernmental Subsidies 
and Taxes 


Decline in gifts and bequests to hospitals and pri- 
vate institutions of a charitable or educational char- 
acter has attracted recent public attention. Once 
public discussion is focused on the precarious situ- 
ation facing hospital progress in this country the 
invasion of governmental and socialistic factors will 
be better understood. According to figures com- 
piled by the Governmental Bureau of Education, 
such gifts have decreased more than eighty per cent 
since 1929-30. As national income is restored there 
appears no commensurate increase in giving. This 
is even felt in Community Chest solicitation in many 
of the large cities, where public contributions have 
not matched increase in income in the past two 
years. 

Aside from the late depression as a major cause, 
two factors appear to be potent on the resistance 
line: First, Federal income taxes on gifts, and sec- 
ond, an increasing belief in the theorem that the 
Government should support the indigent sick. Few 
will deny that private agencies, financed by private 
gifts, in the majority of instances, are untram- 


meled by regulation and politics, to the extent that 


they are able to do better work than tax supported 
institutions. Americans who have made money are 
notoriously generous in the use of it. It is discon- 
certing to realize that the finest impulses of the 
human heart involved in the art of giving to the less 
fortunate, are quelled or subdued by the importuni- 
ties of governmental taxation and socialistic tend- 
encies. The public press has recently featured the 
revocation in the will of Jesse Isidor Straus, of 
nearly $1,000,000.00 in charitable bequests in order 
to protect his family from possible hardship im- 
posed by inheritance and other taxes. 


The great majority of voluntary hospitals, in 
times of prosperity, have an income, affiliations or 
contributions that take care of their annual deficits. 
This income, however, is never sufficient for capital 
expenditures or progressive scientific advancement. 
The billions invested in voluntary hospitals have 
been by way of bequests or contributions of a gen- 
erous public. The contrast between the few vol- 
untary hospitals of Europe and this country permit 
us to cherish the hope that governmental subsidy 
may never wreck our voluntary system. Since the 
first meeting of the International Hospital Congress, 
British hospital authorities have doubled their ef- 
forts toward interesting the public in voluntary 
support. In a number of instances, their attitude 
has been expressed as opposed to further govern- 
mental subsidies. A Parliamentary Committee, 
headed by Lord Cave, after prolonged hearings, 
deprecated any effort at nationalization of volun- 
tary hospitals. Even the recommendation of this 
committee that parliament grant five million dollars 
in recognition of Hospital War Service was looked 
at askance by some hospital authorities as an unfor- 
tunate precedent. Parliament finally granted 
$2,500,000.00 on condition that the hospitals bene- 
fiting match this amount. The subsidy was without 
other strings. 


Governmental payment on any other than a per 
diem basis is unthinkable. Governmental subsidies 
of any character that do not permit discretion on 
the part of hospitals as recipients, and the patient 
as to choice of hospital and physician, should be 
definitely opposed. Nothing could be more destruc- 
tive to our voluntary hospital organizations, which 
the best thought of England and all Europe desire 


to emulate. The ten-point program of the League 
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of Socialistic Medicine is a pernicious effort to 
place voluntary hospitals under control and regi- 
ment all their activities. High standards of scien- 
tific medicine and initiative cannot be accomplished 
in a mass regimented medical order. It is to Beware. 


The Selection of Interns 


A perplexing problem which presents itself an- 
nually to hospitals is with us again. As in the past, 
members of the graduating class of the medical 
schools throughout the country are flooding hos- 
pitals with applications for internships. Usually, 
we find a single student making application for an 
internship in a number of hospitals. Such an ap- 
plicant frequently is accepted by several institutions 
at the same time. This practice leads to confusion, 
and, as a result, time and effort are wasted by the 
hospital authorities and staffs because of the neces- 
sity for reconsidering applications and selecting an- 
other man. In many instances, this is repeated over 


and over again until the position is filled. 


It is obvious that closer cooperation between med- 
ical schools and hospitals in the selection of interns 
will eliminate many of the undesirable features of 
the present system. The fact that a number of the 
medical schools today will not grant a degree of 
Doctor of Medicine until a year of satisfactory in- 
ternship has been completed by the student strongly 
supports such an alliance. This practice should 
become universal, and medica! schools should re- 
gard the year of internship in the same light as they 
regard the previous years of didactic training. Con- 
sequently, it would be the duty of the schools to 
place their graduates into approved hospitals. 


Many plans for setting up a mechanism which 
will accomplish this end are possible, but all of 
them are dependent upon a close relationship be- 
tween the hospital! organizations and the medical 


school authorities. 


This problem is of immediate concern to all, from 
both academic and practical viewpoints, and it should 
be seriously studied in order to evolve a more de- 


sirable system for intern appointments. 





Preparedness 


Hospitals are prepared to meet the usual demands 
for the care of the sick and the victims of accidents. 
Careful trustees and hospital administrators. have 
thought out how they would expand their hospitals 
to meet a major calamity: an epidemic or riot, in- 
surrection or earthquake, with a multitude of in- 
jured. How many have had the foresight to reduce 
to paper by writing and drawing of plans, carefully 
thought out schemes for the orderly development 
of their hospitals? 


Do you need General Endowment ‘Funds? Are 
your buildings inadequate for your present needs? 
Should you build a hospital for people of moderate 
means where doctors and hospitals combine to keep 
charges low? Do you need an endowment for your 
training school? 


If your need is a building, have sketch plans 
drawn, figure the approximate cost to build and 
perhaps endow, and carefully reduce to writing your 
argument, stated in a way that will convince a busi- 
ness man. If your need is money for general en- 
dowment, or for a special purpose, there again put 
your argument in writing and have it ready to pro- 
duce at a moment’s notice. You never know when 


Santa Claus may step in to your office. 


The story goes that when Mr. Harkness called 
upon President Lowell of Harvard with the idea of 
his “House Plans” in mind, he found that the latter 
had already thought the matter out and knew exactly 
what he wanted. The result is the magnificent re- 
cent development in Cambridge. Hospitals could 
be named which owe the money for recent and pro- 


posed development to similar foresight. 


Much has been said about the probable diminu- 
tion of private benefactions and bequests. The exact 
opposite may well prove to be the fact. The reason 
for this belief lies in federal and state taxes as they 
affect gifts to charitable institutions. Many a man 
or woman after studying the situation is likely to 
prefer giving to a hospital to paying taxes to the 
Government. In many cases it comes right down 


to that choice. 


Be ready when Santa Claus asks you what you 
need. Be sure that you can show him definite 
plans and sound reasons for them. 













Taxing Provisions of the Social Security Act 
A. E. HARDGROVE 


Secretary, Joint Advisory Committee 


7... SociaAL Security Act as passed by 
Congress and approved by the President on Au- 
_ gust 4, 1935, contains two taxing provisions upon 
employers of labor, and one upon employees. The 
first to become effective is that incorporated under 
Title IX of the Act, and is an excise tax upon 
employers of eight or more employees for the 
financing of unemployment compensation. This 
tax became operative January 1, 1936, and a pay- 
ment of 1 per cent of the total wages paid during 
1936 will be payable in January, 1937. The rate 
for 1937 is 2 per cent, and thereafter 3 per cent 
of the total payroll. Wages are defined as all re- 
muneration for employment, including the cash 
value of all remuneration paid in any medium other 
than cash. 


Title VIII provides for an excise tax upon em- 
ployers of one or more employees, and an income 
tax upon employees, beginning January 1, 1937, 
for the financing of pensions to those over sixty- 
years of age, regardless of need. The rate upon 
each for the years 1937, 1938, and 1939, is 1 per 
cent of all wages paid, except that any portion of 
an individual’s income over $3,000 per year is not 
taxable. This rate increases one-half per cent for 
each period of three years until 1948, when it be- 
comes stationary at 3 per cent. Wages again are 
defined as before to include all perquisites given. 


The Joint Advisory Committee of the American, 
Catholic and Protestant Hospital Associations ap- 
peared before the Congressional committee when 
the Act was formulated, and requested a special 
exemption for all hospitals, whereby neither the 
hospitals nor their employees would be required 
to pay these taxes; but whereby the employees 
would receive the benefits from the general funds. 
The request was based upon the fact that hospital 
employment has a greater stability than most other 
types of employment. 


The Committee refused to grant the full re- 
quest, but agreed to include in the Act the uniform 
exemption clause for charitable institutions, which 
is included in such other taxing measures as the 
federal income tax, the capital ‘stock tax, the gift 
tax, and the inheritance tax. This is as follows: 


“Service performed in the employ of a corpo- 
ration, community chest, fund, or foundation, or- 
ganized and operated exclusively for religious, char- 


itable, scientific, literary, or educational purposes, 
or for the prevention of cruelty to children or ani- 
mals, no part of the net earnings of which inures 
to the benefit of any private shareholder or indi- 
vidual.” 


Accordingly, charitable hospitals and their em- 
ployees both are exempted from the payment of 
these taxes, and the employees will not receive any 
benefits from either the old-age pension fund or 
that for unemployment compensation. 


Whether hospitals should be taxed so that their 
employees will receive these benefits is a debatable 
question. But certainly it would appear to be for- 
tunate that the Joint Advisory Committee was suc- 
cessful in obtaining this exemption so that they 
might have an opportunity to study the cost and 
the benefits afforded after the Act has been put 
into operation. Then, should it be decided that 
it is desirable of the employees of hospitals to be 
included, legislation permitting the inclusion of 
hospitals (now exempted) could undoubtedly be 
secured. 


It should be emphasized that the exemption noted 
above only applies to the federal act. For the resi- 
dents of states to become eligible for unemployment 
compensation, it is necessary for each state to pass 
a similar act, in which it has wide discretionary 
powers, being restricted only to the minimum 
standards fixed in the federal act. Accordingly, in 
a state act, the taxing provisions may differ from 
the federal and a state_may or may not exempt 
charitable institutions. Therefore, it is neccessary 
for each hospital to acquaint itself with its state 
legislation covering unemployment compensation. 
To date, the only states which have passed their 
own acts are Alabama, California, Colorado, Idaho, 
Indiana, Louisiana, Massachusetts, Mississippi, New 
Hampshire, New York, Oregon, Rhode Island, South 
Carolina, Texas, Utah, Wisconsin, and the Dis- 
trict of Columbia. In case of doubt as to whether 
the above states have exempted charitable institu- 
tions in accordance with the federal exemption, 
consult the secretary of the state hospital associa- 
tion or the state tax commission. 


In states other than the above, it will be neces- 
sary for the hospitals to watch proposed legisla- 
tion of this nature to see that the exemption clause 
is included, if they desire to be exempted from 
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their state tax. A state passes its own act, then the 
employer subject to the federal tax is allowed a credit 
for payments made under the state tax up to 90 per 
cent of the federal tax. 


The excise tax on employers under Title IX 
became effective first. In writing the regulations 
governing its administration, the Treasury Depart- 
ment has interpreted the exemption clause for char- 
itable institutions in the same manner as it was in- 
terpreted for the federal income tax, inasmuch as 
the clause is the same in both acts. Therefore, a 
hospital which has been exempted from the pay- 
ment of federal income tax will be exempted from 
payment of taxes under the Social Security Act. 
The Department ruled, however, that each organi- 
zation would have to request a ruling on its exemp- 
tion from the tax included under Title IX. Full 
instructions for filing a request for this ruling were 
published on page sixty-eight of the October, 1936, 
issue of Hospitals. Please refer to this article for 
that information. Should a hospital not have ap- 
plied for exemption from the federal income tax, 
both exemptions may be requested at the same 
time. The first paragraph (set in bold italics in 
the letter quoted on page sixty-eight of the Octo- 
ber Hospitals) outlines the information which the 


Bureau of Internal Revenue will require in order 
to rule upon the hospital’s original request for ex~ 
emption. 


The Bureau of Internal Revenue is now taking a 
census of employers and employees relative to the 
tax that will become effective on January 1, under 
Title VIII for old-age insurance. In the event a 
card (Form SS-4) is received by a hospital which 
is exempt, it should be returned to the Post Office 
Department, with the notation that the institution 
is a charitable one and exemption from taxation 
has been requested, or received, from the Bureau 
of Internal Revenue—as the case may be. 


The Association has requested the Bureau to 
rule whether a hospital which has applied for, and 
received, a ruling declaring it exempt from taxa- 
tion under Title IX, must apply for a further rul- 
ing under Title VIII. A reply was not received 
in time for publication in this issue of Hospitals; 
accordingly it will be included in the January 
number. 


The status of interns and student nurses. in pro- 
prietory hospitals subject to the tax was published in 
the August issue of Hospitals, page 45. 








The Hospital and 


Hospitals render a threefold service: to the public, 
to doctors and to nurses. 

The need of hospital accommodation is increasing 
year by year. Our city streets and public highways 
are filled with death-dealing vehicles; the construc- 
tion of modern buildings exacts its dead and in- 
jured; rail and air transportation contributes to the 
toll of fatalities and maimed; factories and machine 
shops crush and mutilate; storms of the elements, 
whether tornado or flood, add to human suffering 
and loss of life; electrical currents burn and char 
the human flesh; plagues and pauperism reap their 
dividends and “vice with her naked talons, crime 
with her dripping fangs” swell the unrelenting, ever 
mounting scourge of human misery. 

Is it any wonder, then, that the hospital has as- 
sumed an irrevocable and important economic po- 
sition in the perpetuation of the happiness and 
wellbeing of the body politic. There can be no one 
sO naive in imagination, so crass in mentality, so 
enuréd in sensibilities as not to think of the hospital 
as an indispensable factor in life and human prog- 
ress—to the contrary, there is abroad the general 
impression that from the economic viewpoint alone, 
to say nothing of the humane aspect, it actually 
pays the city, county and commonwealth to render 
financial aid to hospitals. 
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the Community 


The transfer of the sick and injured to the hos- 
pital prevents the disruption of the usual health 
routine in the home. No longer must the benefi- 
cial hours of rest for members of the family, who 
minister unto the ill, be disturbed; gone are the 
occasions for hardships to the sufferer and others 


in the home circle. In addition to this economic 
phase, when a man is rescued from sickness or 
death he returns to the support of his family which 
might otherwise become a charge upon society, and 
he again assumes his role as a unit in industry, a 
factor in the production of wealth, a factor which 
adds its share to the power and greatness of the 
state. 


To contemplate a hospital as a money making 
institution is revolting. How few of the laity real- 


_ize the financial crises that beset the administration 


of hospitals. How few are conversant with the 
losses entailed from non-payment of fees. How 
few visualize the utter helplessness of the public 
institutions when accident cases are rolling into their 
doorways, requiring large amounts of materials 
over a prolonged hospitalizatian; how few encom- 
pass the sacrifices made by the hospital personnel 
in the struggle to keep available for everyone the 
boon of technical attention.—Selected. 





Specifications for Air Conditioning 
Equipment for Sutter Hospital 


R. D. BRISBANE 


Superintendent of Sutter Hospital, Sacramento, California 


Basin: OF THE INTEREST in air condition- 
ing equipment for all public buildings, especially 
hotels and hospitals, the following specifications may 
be of interest to those considering inclusion of this 
convenience, and a necessity especially for certain 
portions of the country. 


Sutter Maternity Hospital will be of reinforced 
concrete construction two stories in height, and 
divided into four nursing divisions for the control 
of any infection and for minimizing horizontal travel 
for the nurses. 


Each nursing station will serve fourteen beds and 
provisions are made for enlarging the structure in 
three different directions from each nursing station, 
the building itself being in the form of a square 
“Y”; service departments on the ground floor, and 
delivery room, suite, surgery, nurses’ work room, 
and doctor’s rest room being on the second floor, 
in the stem of the “Y.” 


Inasmuch as the heating system is connected with 
the cooling system, at least $5,000.00 should be de- 
ducted from the cost of $11,000.00 total cost of the 
system, in arriving at the cooling system cost of 
but $6,000.00 for a building of fifty-six beds. 


The new building will be constructed on a large 
tract of land two miles from the present building 
of two hundred beds, being the first unit of a group 
proposed for the new location. Therefore, facilities 
could not be tied in with the older building. 


Temperatures in Sacramento range from a low of 
thirty-five degrees to a maximum of one hundred 
ten degrees, the hot weather some years extending 
over a period of five to six weeks. Because of the 
distance from the seashore the humidity in the sum- 
mertime is negligible compared with coastal cities, 
the rainfall being seasonal with practically no pre- 
cipitation from the last of May to the first of 
November. 


* 
Preliminary specifications were submitted to five 
of the largest companies in the field making air con- 
ditioning equipment. They were asked to submit 


preliminary plans giving their opinions as to the best 
method of air conditioning the entire plant. Three 
of these manufacturers agreed rather closely. 


Inasmuch as all but one of these manufacturers 
install factory assembled units, specifications as to 
the size of the units and the assembly of them, loca- 
tion of spray washer, pre-cooling coils, dehumdifiers 
and other construction, were left to the specifications 
furnished by the American Society of Heating and 
Ventilating Engineers and the American Society of 
Refrigerating Engineers. For the satisfaction of 
those who may desire further standard specifica- 
tions the city of Chicago is the first municipality to 
provide such a code. 


Eliminating the specifications that apply only to 
local conditions the final outline for bids was as 
follows: 


Preliminary 


As this is one of the first hospital buildings in the 
country to have full conditioning of air throughout, 
it is of the utmost importance that the end results 
for comfort of guests be considered of first im- 
portance. 


To this end, velocity, temperature and humidity 
of air must receive special attention. 


There must be no telegraphing of apparent noise 
of any nature through the system; and no transmis- 
sion of noises from the power room to the foyer of 
first floor or to other portions of the building; or 
from room to room through ducts, grilles or other 
openings of any apparent noise or conversation. 


The apparatus must be fully automatic with the 
minimum of service requirements, and be equipped 
with safety devices on all parts to prevent break- 
downs or conditions dangerous to lives of guests or 
employes. 


General Conditions 


General contractor of building will excavate space 
in basement, arrange elevation of floors in same, con- 
struct pillars and openings through slabs and walls, 
fur ceilings in corridors or other indicated places 
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over or under ducts, and do all other necessary 
roughing in or finishing concerned with general con- 
struction of the building, in consultation with the 
architect and owner, and according to scale floor 
plans and elevations provided by contractor of air 
conditioning or related equipment. 


Smoke stack, opening to same, waste or sewer 
pipes, water, gas and electrical connections for both 
110 and 220 volt lines, shall be brought to the walls 
or floor levels of the power or equipment room, by 
the general contractor or his sub-contractors, accord- 
ing to scale drawings of the contractor. 


Building will be insulated under the general con- 
tract with 3” of rock wool or equivalent throughout 
attic and side-walls, with metal or canvas awnings on 
all guest room windows exposed to the sun. ,Com- 
parable insulation will be provided under the gen- 
eral contract for walls of the sterilization room in 
delivery suite, and blanket warmers. 


Windows will be of wood double hung. 


Space not to be included in this contract for air 
conditioning shall be as follows: 


Kitchen, storage room, morgue, formula kitchen, 
ambulance foyer, room or floor toilets, floor show- 
ers, utility rooms, maids’ closets, linen closets, and 
blanket warmers. 


Space to be provided with air conditioning shall 
be all private rooms, two bed rooms, wards, delivery 
suite, doctors’ rest room, labor rooms, nurseries, 
main corridors, main foyer, office, x-ray room, in- 
cubator room and nurses’ locker rooms. 


For the convenience of contractors these specifica- 
tions are divided into three parts, any one of which 
may be considered a separate contract specification 
but a part of the whole in synchronization of equip- 
ment; or all three parts may be considered under 
one contract, according to the desire of the con- 
tractor. 


A. Air conditioning equipment 


B. Plumbing, steam fitting, including furnaces and 
hot water tank 


C. Sheet metal work, including grilles, etc. 
Air Conditioning 
Temperature Requirements—Guest Rooms 
Equipment furnished must be of construction and 
sufficient capacity to maintain 80 degrees tempera- 
ture D. B. and 50 per cent relative humidity when 


the outside temperature is 100 degrees D. B. and 68 
degrees wet bulb; and 70 degrees D. B. tempera- 
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ture when the outside temperature is 20 degrees D. 
B., with 50 per cent relative humidity. 


Temperature Requipments — Delivery Suite and 
Nurseries 


Equipment must be of sufficient capacity to main- 
tain 82 degrees D. B. temperature with 55 per cent 
relative humidity when the outside temperature is 
100 degrees D. B. and 68 degrees W. B.; and to 
maintain a temperature of 80 degrees D. B. with 55 
per cent relative humidity when the outside tempera- 
ture is 20 degrees D. B. 


These calculations are to be based on the follow- 
ing occupancy conditions: 


1. 100 persons maximum capacity in present 
building 


2. 3,000 light wattage on sunny days throughout 
the building 


3. Approximately 7,500 cubic feet of fresh air in- 
troduced into the two systems as outlined below 


Two Units 


There shall be two separate systems and air con- 
ditioning units for meeting the varying conditions 
in guest rooms, and in delivery suite and nurseries. 
Factory assembled units are preferable, but if not 
housings must be thoroughly workmanlike in finish. 


Specifications as outlined in the preliminary bids 
shall be considered a part of these specifications and 
this contract relative to construction of the two units 
that in the mind of the contractor are best required 
for the requirements under consideration. 


Well Water Pre-cooling. 


Water from a well will be brought to the inside 
wall of the power room at a temperature of ap- 
proximately 62 degrees. This water shall be used to 
cool approximately two-thirds of the total estimated 
load of thirty to thirty-five tons refrigeration, for 
pre-cooling of all air in the summer time for build- 
ing requirements. 


By the means of an auditorium by-pass this 
water, or portion required, after being used in the 
pre-cooling coils or sprays, shall be piped to the con- 
denser used with the compressor or compressors, 
and from there to the outside wall, where it will be 
conveyed to a storage tank for irrigation purposes 
or to a waste well, both or either of which will be 
supplied by the owner. The owner will supply also 
any pump necessary to discharge waste water un- 
der pressure to a storage tank if found necessary. 
Adequate piping shall be installed by the contractor 





to carry off from each unit such portion or portions 
of waste water from the sprays or pre-cooling coils 
to waste opening as may not be used by the con- 
densor, and adequate by-passes and valves or con- 
trol shall be installed therefor. 


Fans 


Fans of not less than 8,000 cfm total capacity 
shall be installed in the primary conditioner for guest 
rooms, and of not less than 4,000 total capacity cfm 
for the secondary unity. These shall be of the Sirocco 
type or equal, centrifugal, ball bearing, with blade 
tips of shape to minimize noise, mounted on cork 
base of sufficient total thickness to prevent vibra- 
tion transmission, V belt drive, blade tip speed not 
“to exceed 4,800 fpm, or less if there is any trans- 
mission noise. 


Fan motors are required of Westinghouse or 
General Electric manufacture, squirrel-cage construc- 
tion, with inverse time limit overload protection of 
the thermal or dash-pot type, magnetic control, for 
Ale 3-phase, 60 cycle, 220 volt circuit, series or com- 
pound wound, “V” belt drive, lower side of belts to 
be driving side and cork or spring bases. If of more 
than 5 h.p., or not, series of compound wound, auto- 
matic starters of approved type shall be installed for 
each. Motors also shall have ball bearings for re- 
duction of noise as wear increases clearances. With 
the above centrifugal type fans and forwardly in- 
clined blades, these motors must have a 20 per cent 
h.p. rating above the fan brake h.p. for the calcu- 
lated duty. All drives to be adequately guarded and 
protected according to safety rules and _ local 
ordinances. 


General Construction of Units 


In addition to being of adequate capacity, all units 
including spray washers, or pre-cooling coils, de- 
humidifiers, heaters, direct expansion coils, elimina- 
tors, filters, pans, piping, coils, fins, insulation gauge 
of metals, and all other materials must be of A. S. H. 
and V. E. and A. S. R. E. specifications. A con- 
sulting engineer will be retained to check on capacity 
and construction specifications. 


Filters of the “Renuvent” type or equal will be 
required. 


Sufficient space will be provided in order that all 
parts of units may be accessible, and they must be 
so placed that plenty of room will be allowed on 
all sides for repairs or cleaning. 


Dehumidifying equipment must be properly in- 
sulated to prevent condensation on the surface and 
to reduce heat transfer. 


Aiter erection, all surfaces are to be thoroughly 
cleaned free of grease, oil, or other foreign matter, 
finished in gray metal paint, and the whole left in 
thoroughly neat, working order, adequate to con- 
form to all required conditions. 


Compressor 


The compressor shall be of not less than ten tons 
capacity using F 12 as a refrigerant, no packing 
shaft seal, “V” belt drive, sufficiently low speed and 
piston travel to overcome any conveyance of vibra- 
tion to building, G. E. or Westinghouse A. C. motor, 
3-phase, 60 cycle, 220 volt, base for motor adjusta- 
ble for belt tightening, equipped with drive guard, 
safety appliances, automatic magnetic starter and 
other adequate controls. Compressor shall have 
charge of specified oil, and Freon 12, and mounted 
on cork or cork and lead base. 


Condensor 


To be steel shell type, welded construction, tested 
to 2,000 pounds hydraulic pressure, non-corrosive 
tubes, removable head for cleaning, equipped with 
fusible plug and liquid level indicators, condensor 
water regulating valve for regulating flow for vary- 
ing conditions, high pressure cut-off, low pressure 
temperature control, suction and liquid strainers, and 
oil trap of sufficient capacity between discharge line 
of compressor and the condensor. 


Cold Water Drinking Supply 


During summer temperatures while compressor 
is operating, equipment should be of sufficient ca- 
pacity to supply two drinking fountains, one in the 
ambulance foyer, and one for delivery suite entrance 
near elevator, valved outlets to be provided by con- 
tractor for this purpose, and general contractor to 
pipe well water to and from condensor and supply 
mauually operated by-pass to use well water in win- 
ter without cooling. 


Auxiliary Equipment 


For the automatic control of air conditioning 
equipment relative to temperature and humidity, the 
following devices and materials shall be supplied by 
the contractor : 


1. All wiring and other electrical apparatus or 
appliances, switchboard of No. 8 gauge steel for all 
control gauges and switches, necessary for complete 
operation of system and controls up to the 220 volt 
main line switch that will be provided under the 
general contract. 


2. Not less than five motor operated valves of 
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the Barber-Coleman type “V” port valves for con- 
trol of supply lines to the various units. 


3. Not less than four thermostats of Minneapolis 
Honeywell type for use at the different nursing sta- 
tions or in main line ducts to same ; and not less than 
two of same type in main ducts to delivery suite and 
nurseries of not less than three if located at either 
end of building and in delivery suite. 


4. Two humidstats of approved type for use in 
delivery suite and the other as located by the con- 
tractor. 


And such additional equipment or. controls as 
may be necessary for the particular equipment in- 
stalled to provide safe and efficient operation under 
the terms of the contract. 


Because of additions to the building from time to 
time, it is further understood that air conditioning 
units and other equipment under this Section, with 
the exception of compressor and condensor, shall be 
sufficient size for overload requirements of 20 per 
cent in pre-cooling refrigeration by well water, ven- 
tilating and heating. size of all coils, etc., change in 
capacity of fans to be effected by increasing speed 
that must be low enough to prevent noise in the 
system. 


It is further agreed that the system will be oper- 
ated at least for three consecutive days of twelve 
hours each before occupancy, in conjunction with 
related apparatus, for a thorough test. Should this 
test be conducted during cold weather, using the 
heating side of these units, the contractor further 
agrees to making any necessary adjustments for effi- 
cient functioning of the cooling apparatus at the 
beginning of warm weather, without cost to the 
owner. 

Grilles 

The contractor shall supply not less than 55, Type 
E, 2 B. M., manually operated Uniflow grilles or 
registers, for the rooms, wards and other accommo- 
dations designated for air conditioning, complete 
with snap-out frames that shall be fitted with No. 12 
‘gauge welded clips. These are to be installed under 
the sheet metal contract if separate from air con- 
ditioning contract. It is understood that air for 
nurseries will be introduced through perforated 
Celotex ceilings directly from ducts. 


Exhaust Fan in Delivery Suite 


If necessary for the efficient operation of the sys- 
tem, an exhaust fan of adequate proportions and de- 
sign as approved by owner shall be installed in the 
ceiling of delivery suite with automatic control syn- 
chronized with the air conditioning equipment for 
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proper balance of temperature and humidity. It is 
preferable, however, that duct and manually oper- 
ated grille be installed for natural exhaust of hot 
air to save expense of fan operation. 


Section Two—Plumbing and Steamfitting, 
Furnace and Hot Water System 


Should this section be under separate bid, all re- 
quirements stipulated in the foregoing section one 
shall be followed as far as they apply to section two. 


The contractor shall furnish and install under this 
contract all piping and fixtures used for plumbing 
and steam fitting required in the power room relat- 
ing to air conditioning equipment, and also supply 
necessary furnace for indirect heating of ventilating 
air, and furnace and hot water tank and all fittings 
for same. 


The contractor shall supply one copy each to the 
architect and owner of scale drawings giving floor 
plans and front elevation of all equipment to be 
supplied under section two, showing all piping in its 
relation to other apparatus, valves, controls, outlets, 
by-passes, fittings of every description, furnaces and 
hot water tank layout, etc. These drawings shall be 
considered part of this contract, when properly 
signed. 


Installation shall be made in accordance with the 
rules and regulations for plumbing for the City ot 
Sacramento, or any that may be enacted during the 
course of construction. 


Fees and Permits 


Contractor shall pay for any necessary fees and 
permits required. Insurance will not be required on 
the section of contract. 


Materials to Be Used 


Crane or Walworth fittings only shall be used 
throughout where brass or screwed fittings are indi- 
cated for use, with no substitutions except as 
designated. 


Cast iron pipe and fittings shall conform to stand- 
ard specifications of the Soil Pipe Manufacturers’ 
Association, new best quality, sound and free of de- 
fects, to be used, with fittings for same of equal 
diameter to inside of pipe. 


Pipe for hot, cold water or vent lines shall be of 
full weight galvanized mild steel, National, Repub- 
lic, or equal, with nipples and couplings of same 
material. 


Gas piping shall be of National, Republic, or 
equal, full weight black mild steel pipe, with. nip- 
ples and couplings of same material. 





All pipes used on hot water lines shall be hack 
saw cut, with absolutely no reaming except to re- 
move feather edge. Close nipples for hot water lines 
must be of extra strong pipe under manufacturers’ 
stamp. Close nipples made on the job will not be 
accepted. 


Screwed joints are to be made tight with tongs or 
wrenches without caulking of any nature. 


All joints shall be made tight with pure lead, 
smoothly applied on the pipe and not on’‘fittings. 


A union shall be placed on every line close to each 
screwed gate, globe, or check valve, or at any other 
point where necessary for breaking the line in case 
of repairs to avoid disconnecting long runs of piping. 
Union connections shall be “Walco” or equal, ground 
joint brass to iron unions. 


All piping and fittings for liquid and gas lines 
connected with compressor shall be Mueller or equal, 
extra heavy hard streamline copper, specially made 
for refrigerating purposes. 


All piping for steam, liquid or gas, or piping sub- 
ject to sweating because of contents, shall be thor- 
oughly insulated with material suitable for the pur- 
pose, and of usual specifications. 


Furnace and Boiler 


Furnish and install one low pressure, gas fired 
boiler of Kewanee or equal type, welded steel shell, 
furnished with 15” steel base, of not less than 4,800 
square feet of direct steam radiation. 


Boiler shall be placed in northwest corner of 
power room, on an elevator low enough below coils 
in air conditioning units that condensation may re- 
turn by gravity to boiler. 


Front of boiler shall face toward east, allowing 
adequate room for cleaning of flues and necessary 
repairs. Flue to be furnished by contractor to open- 
ing in power room provided by general contractor. 


Boiler shall be of standard dimensions and con- 
struction in accordance with rules and regulations of 
the A. S. M. E. code for low pressure heating boil- 
ers, and A. S. M. E. inspector’s report giving all 
test and other data, will be required, with corre- 
sponding identification marks on front of boiler. 


The boiler shall be provided with all necessary fit- 
tings for safe and economical operation, including 
fusible plugs at low water line, cast iron water col- 
umn and water glass, pressure gauge, Ashton or 
equal, try cocks and connections complete, test cock 
connected to boiler with syphon, Crane or equal 
safety valve with side outlet set to blow off at 10 


Ibs., blow-off valve, Crane type, extended to sump 
in channel in concrete. Drains from water column 
shall be piped to floor and finished with elbow and 
valve. 


Boiler must be equipped with syphon damper reg- 
ulator that will connect to regulator for gas feed, 
with required levers, weights, and rods, necessary 
for automatic feed and satisfactory regulation of air 
to burners. 


Gas burners shall be of N. G. E. No. 313 type or 
equal for quiet operation at all pressures or ranges 
of firing, equipped with adequate refractive bricks 
for economical operation, and pilot lights, and with 
automatic thermostatic control of Minneapolis 
Honeywell type or equal for supplying steam to 
heating coils of conditioning units. This installation 
must be noiseless outside of power room. 


Insulation 


After being set up and all fittings in place, the 
boiler shall be covered with 1” 85 per cent magnesia 
blocks, securely wired on, over which shall be placed 
4” of magnesia cement smoothly troweled, and 
finished with 12 oz. canvas jacket thoroughly pasted 
in a workmanlike manner. 


Boiler front doors shall be protected with 14” 
asbestos sheet board securely bolted. 


Firebricks shall be supplied for the firebox as de- 
signed for the furnace provided. 


Hot Water Tank 


A hot water tank of not less than 950 gallons ca- 
pacity shall be supplied by the contractor, in ac- 
cordance with A. S. M. E. specifications for same, 
constructed of best grade boiler steel plates, longi- 
tudinal seams double riveted, transverse seams sin- 
gle riveted, equipped with approved type 11x15” 
manhole provided with two yokes and gasket, man- 
hole plate to be recessed for gasket. 


The tank shall rest on two concrete cradles, bot- 
tom of the shell of the tank to be not less than 30” 
above floor, general contractor to provide cradles 
according to plans provided by contractor, same to 
be not less than 48” length at the base and tapering 
to not less than 36” and width not less than 12” 
tapering to not less than 8” at top of cradle. 


Furnish and install in steam supply to hot water 
tank, a 2” Powers No. 11 or approved equal, tank 
regulator designed for operation on low pressure 
steam and adjusted to maintain a temperature in 
the tank of 160 degrees F. A gate valve shall be 
installed in the steam line just ahead of the hot 
water tank regulator, Crane or Walworth. 
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Contractor will also install in return head of tank, 
a Hoffman No. 4 air valve or equal; and install on 
top of hot water storage tank with discharge pipe to 
floor, a 1” relief valve, Crane C-1126, set at 75-lb. 
gauge; and on top of tank with relief valve, a pres- 
sure gauge, 5” in diameter with iron case and brass 
ring, Ashton or equal, calibrated to read 0-100 
pounds. 


All fittings and piping from boiler to tank and 
water lines shall be supplied by the contractor, who 
shall also supply a Crane gate valve of same size 
as hot water feed line at outlet from tank from 
which point general contractor will supply piping 
to building. 


Steam traps of adequate capacity shall be sup- 
plied by the contractor for return line from tank 
to boiler, and from heating coils of air conditioners 
to boilers, of Strong make. 


Coils for Tank 


The heating element shall be Whitlock No. H-7, 
capacity 500 gallons the hour, 40 to 180 degrees F., 
with steam at atmospheric pressure, constructed of 
copper “U” tubes, connected into a cast iron flanged 
header and riveted to tank. 


Piping Next to Floors 


No piping or fittings of any nature shall be im- 
bedded in the cement floor. If sub-floor level is de- 
sired channels shall be indicated in scale drawings 
for same, these channels to be of depth and width 
desired and constructed by general contractor, the 
same to be covered with properly designed iron 
plates set flush with the floor on carrying ledges of 
the channel. 


Leaks 


The contractor shall be responsible for all dam- 
age to any part of the premises caused by leaks or 
breaks in pipe or fixtures furnished and/or installed 
under this contract, for a period of one year from 
date of acceptance by the owner. 


Guarantee 


The contractor shall be responsible for all work 
done and material installed under these plans and 
specifications and shall repair or replace as may be 
necessary, any defective or undersize fittings, ma- 
terials, or part, that may show themselves inade- 
quate for the requirements, within one year of the 
date of acceptance, if said defect is due to imper- 
fection of workmanship or material or underestimate 
of the contractor. This guarantee must be submitted 
in writing to the owner before final payment. On 
failure to comply with above guarantee, within a 
reasonable length of time after notification is given, 
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the owner shall proceed to have the repairs made 
at contractor’s expense. 


Part Three—Sheet Metal Work 


All specifications relative to sheet metal work shall 
apply as outlined in air conditioning and plumbing 
and steam fitting sections of these specifications, in- 
cluding scale drawings of exact location of all ducts, 
openings, risers, etc., and general provisions as to 
co-ordination of units, etc. 


Two distinct and separate duct systems shall be 
installed, one for guest rooms, and one for delivery 
suite and nurseries, each to be of galvanized iron of 
sizes and dimensions required for the flow of air as 
estimated by the individual contractor. Ducts for 
guest room supply shall be carried in the ceiling of 
corridors to the outlets indicated, general contractor 
to furnish straps and hangers, furring in of ceiling, 
openings through slabs, and other construction fea- 
tures outside sheet metal work. Supply ducts to 
nurseries shall be carried under first floor to risers. 


A. S. H. & V. E. standards shall be used through- 
out for gauges of metal, size, construction, joints 
and seams, radius of curvature in bends, double cur- 
vature at back of “Tees,” etc. These specifications ° 
shall include design of inlet grilles for fresh air with 
double area of duct immediately behind fresh air 
inlet ; and ducts shall be insulated for noise if neces- 
sary to subdue any transmission, and splitters are 
to be used in elbows if necessary for same purpose. 


Dampers 


Dampers of an approved type using square dam- 
per shafts, and in metal frames, are to be installed 
in each main supply duct to each of four divisions 
of building, both in supply system to nurseries and 
to guest rooms, eight dampers in all. These are to 
be placed in freely accessible points from the main 
power room that any portion of the building may be 
shut off with no inconvenience. If they cannot be 
made accessible from power room, extension con- 
trols will be necessary to the nearest vantage point. 
Quadrants and levers on dampers are to be accu- 
rately marked showing position of dampers at all 
times whether at “closed” or “open” positions, and 
w'th positive locks. 


Construction and Materials 


All sheet metal work and duct work shall be of 
galvanized iron. Base sheet shall be of even gauge 
and composition throughout, corrosive resisting iron 
or steel, being copper bearing or pure iron. Copper 
bearing material shall contain not less than .2 per 
cent copper and other impurities shall not exceed 75 
per cent. Pure iron shall be 99.8 per cent pure. 





Coatings shall be not less than 1.35 oz., of prime 
spelter to each square foot of sheet (2 sides) and 
shall not peel or rub off. All shall be smooth and 
clean and free from defects, and of following 
gauges as related to dimens/ons: 


Spacing of 
Standing Seams 

6 feet 

34 inches 

34 inches 

34 inches 


Size of Duct * U.S. Gauge No. 
0- 18” 26 
19- 30” 24 
31- 60” 22 
61-119” 20 


All duct work shall be made up with standing 
seams, and they must be practically air tight and 
diagonally creased for stiffness. 


Standing or transverse seams shall be made by 
turning ends of duct approximately 1” to form an 
angle; ends of the adjoining ducts shall be turned 
approximately 1” and a V clip of same gauge as 
duct shall be riveted to the connection to form an 
air tight joint. 


‘Longitudinal seams shall be double crimped 
seams to be bent and hammered air tight. 


In a few cases where piping must pass through 
the ducts, the openings shall be neatly cut and pro- 
vided with galvanized collars riveted to side of duct, 
all to be as nearly airtight as possible. 


The throat radium of all bends shall be 1% 
diameters of the width of the duct wherever pos- 
sible and in no case shall the throat radius be less 
than one diameter. Where transition pieces in the 
ducts occur, the slopes in the sides shall be approxi- 
mately one to five and no abrupt changes or offsets 
of any kind in the duct system will be permitted. 


All ducts shall be provided with hangers to pre- 
vent any bending or sagging. These hangers shall be 
made of heavy galvanized strap iron fastened to 
loops which shall be inserted in the concrete slab be- 
fore the slab is poured and shall be fastened with 
stove bolts and nuts. 


The throat*of every branch duct on floor must be 
of the same velocity size as the size of the duct to 


which it is connected and these branches shall be 
made as in the typical detail on drawing. 


Installation of Grilles 

Sheet metal contractor shall install all grilles fv 
nished with air conditioning apparatus in workma. 
like manner. Every grille must be exactly level 
relation to ceiling lines and installed solidly agair 
the wall. The sheet metal contractor will also fu 
nish and install four exhaust grilles of approved de 
sign at points indicated in air conditioning draw 
ings on the inside of foyer doors leading from eac} 
of the four main divisions of the building. 


Exhaust duct and manually operated grille shall 
be installed in middle of ceiling of delivery suite of - 
sufficient size as indicated by air conditioning con- 
tractor to carry off exhaust air from this suite. Hood 
on roof is to be of not less than 26 gauge copper 
with copper flashing of “H” type, not less than 24” 
above roof level and higher if necessary to afford 
proper ventilation. 


Insulation 
Supply ducts to risers, and supply ducts to nur- 
series are to be covered with Cabot Coat insulation 
of approximately 74” thickness that shall be fast- 
ened to ducts according to manufacturer’s spec- 
ifications. 


Any other sheet metal work not included in this 
section but required for completion of related units 
shall be included under same terms as herein stated. 


The same guarantee shall be required of sheet 
metal contractors as others if the contract is 
separate. 


All work shall be left in neat workable condition 
that together with related equipment shall be oper- 
ated for at least three days of twelve hours each 
before acceptance. 


Overload Capactiy 
An overload capacity of 20 per cent shall be re- 
quired in dimensions of all duct work for carrying 
possible additions to the building later on. 








How One Hospital Fights Fire 


In addition to their duties in administering to the 
usual needs of their patients, nurses in the Orange 
Memorial Hospital, Orange, New Jersey, know 
what to do if the bed catches fire from a carelessly 
dropped cigarette, or from some other cause. F. 
Stanley Howe, managing director, staged a demon- 
stration recently in a special room in the hospital, 
where a bed, occupied by a dummy figure repre- 


senting a patient, was deliberately set on fire before 
a class of student nurses. 


A nurse who “discovered” the blaze calmly took 
hold of the blazing bed covering and deftly removed 
it to the floor; then she ran to the hall for the fire 
extinguisher and spread the alarm. While she was 
extinguishing the fire two other nurses entered 
with a stretcher on wheels and removed the patient 
to safety. 
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P.... NO GROUP ON THIS CONTINENT has 
fone more to insure adequacy of patient care in hos- 
vitals than has the American College of Surgeons. 
ft has set up safeguards for the patients in practic- 

‘ally all major departments of the hospital. In in- 
“stitutions approved by its organization minimum 
standards must be met by the clinical laboratory, by 
the out-patient and x-ray departments, and, among 
other groups, by the medical staff itself. Many 
other national and local organizations as well as in- 
dividuals have also concerned themselves with this 
question of patient welfare. Among the groups 
making major contribution over a period of years 
have been the American Hospital Association and 
the National Nursing Organizations. In line with 
the setting of standards by the College, the American 
Hospital Association and the National League of 
Nursing Education have jointly sponsored the prep- 
aration of a “Manual of the Essentials of Good 
Hospital Nursing Service.” This Manual aims to 
act as a guide in suggesting reasonable standards for 
adequate nursing care, which it defines as “the 
amount of care essential to provide the proper pro- 
fessional treatment for the well-being and recovery 
of the patient, both mental and physical.””? 


Obviously, we cannot in the time allotted examine 
all the essentials of this Manual, nor need we. You 
will wish to read it for yourself. Nor can we stop 
to review the growing and increasingly valuable 
literature related to these essentials, though the 
American Nurses’ Association has had prepared the 
brief bibliography which is in your hands. 


I should like, however, to touch upon three fac- 
tors affecting adequate nursing care and in so doing 
to interpret something of the meaning of the Manual 
without tiring you by a detailed review. These fac- 
tors are (1) type of personnel, (2) use of hours of 
nursing service, and (3) minimum standards. 


The Type of Nursing Personnel 


The type of nursing personnel is important. I 


1The “Manual” may be procured from the National League 
of Nursing Education, 50 West 50th Street, New York City. 

i ro of Essentials of Good Hospital Nursing Service, 
. page 4 

Presented at the Hospital Standardization Conference of 
> cnlaates College of Surgeons, Philadelphia, October 20, 


Adequacy of Nursing Care of the Patient 


> 


; KATHARINE J. DENSFORD, R.N. 


Director, School of Nursing, University of Minnesota 


assume that all of us wish our nursing staff to be 
of high type with good preparation and with fine 
ideals of personal and professional service, but my 
belief is that to secure and retain that class of per- 
sonnel entails the maintenance of certain conditions 
which we do not now obtain in most of our hospitals. 
These essentials include (1) hours sufficient in our 
hospitals to give adequate bedside nursing, (the 
Manual indicates a minimum average of 3 to 3% 
hours in each 24 hour period for the adult medical 
and surgical patient ; 24 to 3 hours for the mother 
and the same number for the newborn; 6 hours for 
the infant, 414 for the child between the ages of 2 
and 3 years; 4 for the child over 3 years; and vary- 
ing amounts in such units as operating room, out- 
patient and private patient department)*; (2) super- 
vision by qualified persons with working conditions 
in which supervision may function; (3) hours of 
work not to exceed six eight-hour days per week 
with provision for healthful living conditions includ- 
ing some plan, probably jointly financed, for health 
examinations and advice as well as for care during 
illness, this to the end that the welfare of patients 
and the health of the workers may be safeguarded ; 
(4) a salary scale which will prevent unnecessary 
turnover, and will be conducive to the development 
of a happy and efficient staff, without which no hos- 
pital can hope ultimately to maintain a good nursing 
service rendering adequate nursing care to the 
patient; and (5) opportunity for growth and 
development. 


Since much of the bedside nursing in our hospitals 
is being given by the general staff nurse, may I call 
to your attention the “Resolutions on the General 
Staff Nurse and Employment Conditions on Which 
Good Nursing Service Depends’* adopted by the 
American Nurses’ Association at its biennial meeting 
in Los Angeles in June, 1936. These resolutions 
urge (a) the adoption by hospitals of the essentials 
of good nursing service as expressed in the Manual 
and is indicated largely above (b) the “cooperation 
of the medical profession and community organiza- 
tions in-placing the care of seriously ill patients in 
their homes, in the hands of professionally trained 





Mo of Essentials of Good Hospital Nursing Service, 
page 12. 
*American Journal of Nursing, August, 1936, page 817. 









nurses to the end that the care of the sick in their 
homes may be properly safeguarded,”® and (c) -the 
employment of subsidiary workers “only for such 
duties, in the care of the sick, as are outlined in the 
Manual of the Essentials of Good Hospital Nursing 
Service and for similar duties in the home.”* 


Before leaving our topic of the conditions affecting 
type of personnel, it may be of interest to note, 
the nation-wide study of salaries of graduate nurses 
which is being made by the American Nurses’ Asso- 
ciation some findings of which are now available. 
Data from four states, an eastern, a north central, 
a western, and a southern state has been compiled. 
It was found for institutional nurses that the salary 
of 1935 had increased slightly (less than $5.00 per 
month) over that of 1934 except in the southern 
states, in which the median salary had decreased. It 
was $983.00 in 1934 and but $931.00 in 1935. The 
predominating length of working day in all states 
was eight hours though the working week, with the 
exception of that in the western state, was usually 
longer than forty-eight hours. In the southern state 
but six per cent of the nurses reported as light a 
schedule as the forty-eight hour week. The eastern 
state leads in the amount of vacation granted nurses, 
the amount being four weeks, as contrasted with two 
in the three other states. Private duty salaries are 
much lower than the institutional ones, though they 
too show a very slight increase. 


The Hours of Nursing Service 


In turning from the discussion of type of person- 
nel to that of hours of nursing service we have per- 
haps: stressed sufficiently the need of an adequate 
number of hours in which to give nursing care. An- 
other and equally important emphasis, however, may 
be noted in the use made of these hours. Studies 
in various parts of the country might be cited to 
substantiate the thesis that we are tending to con- 
sider not only the time element but also the use made 
of the available time. Because of my better ac- 
quaintance with our own work, I should like to 
present the result of some studies made in the Uni- 
versity of Minnesota School of Nursing on this sub- 
ject. The first of these studies has to do with the 
timing, minute by minute, of the total nursing activi- 
ties, including those of a ward maid, in a twenty-four 
bed medical ward over a period of twenty-four hours. 
All personnel except the head nurses were included 
in the study which was directed by Miss Phoebe 
Gordon, instructor in the school. Of the time given 
to each patient 35.5 per cent was used for treatment 
and medication; 34.9 per cent for personal care; 
10.3 per cent for housekeeping duties; 7.1 per cent 
for diets; 4.5 per cent for conferences; 3.2 per cent 


"Ibid. 
*Tbid. 


for miscellaneous duties; 1.9 per cent for off station 
errands; 1.3 per cent for supervision, and 1.3 per 
cent for visitors and telephone. We are not pre- 
pared to comment on what the percentages should be 
other than to say that the 2 per cent for off station 
errands has been largely transferred to patient care 
and that the housekeeping should be and was largely 
carried by ward maid service.’ Another portion of 
this same study made for a period of a week of the 
time spent by thirty-five medical, surgical, obstetric, 
and pediatric head nurses and supervisors in the three 
hospitals associated with the school showed the divi- 
sion of time to be 33.1 per cent concerned with ad- 
ministration; 22.5 per cent with supervision; 15.6 
per cent with the patient; 13.1 per cent with the 
doctor ; 7.2 per cent with teaching ; 6.2 per cent with 
miscellaneous, and 2.3 per cent with visitors.* Again 
we are not prepared to say exactly what allocation 
should be made of the time of head nurses and super- 
visors, but probably all of us would agree that 33.1 
per cent is too large an item for administration. It 
might be noted that 18.2 per cent of the time of this 
group was spent in desk work most of which could 
easily have been carried by a clerical worker. In 
many of our units such a person has been added. 


The Nursing Technique 


A second study, one of nursing techniques, has 
improved the use of available time and hence has 
contributed to more adequate nursing care of the 
patient. This study was directed by Miss Lucile 
Petry, assistant professor in the school. The first 
portion of the study had to do with a safe technique 
for hand washing. Cultures were made of hands 
of nurses caring for patients with diphtheria, scarlet 
fever, and erysipelas. The cultures were negative 
for pathogenic bacteria after two minutes of scrub- 
bing with soap under running water, without brush.° 
We, therefore, use at the present time two minutes 
for hand washing throughout the organization in- 
stead of the former usual five to ten minute period. 
Another portion of this study had to do with a safe 
thermometer technique. Various solutions were 
tested for cleansing thermometers. A one hundred 
per cent safe solution with no pathogenic bacteria 
present after use was found in a solution of sodium 
oleate 0.2 per cent and bichloride of mercury 1-1000. 
Cleansing with this solution is not only safer but 
also it requires much less time than was used 
formerly. 


Minimum Nursing Standards 


The question of minimum standards holds a strong 
place in the interest of all of the nursing and medical 


7Phoebe Gordon: Unpublished study. 

8Phoebe Gordon: A Time Study of Head Nurse Activities, 
American Journal of Nursing, November, 1 a 

®*Lucile Petry: Two-Minute Hand Scrubbing, American 
Journal of Nursing, March, 1935. 
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organizations. The College of Surgeons has estab- 
lished, as we have indicated, minimum standards for 
patient care in practically all departments of its ap- 
proved hospitals. Some years ago a suggested mini- 
mum standard for nursing in approved hospitals was 
formulated by Miss Laura R. Logan in cooperation 
with Dr. MacEachern, but to my knowledge the Col- 
lege has not to date established any formal standard 
for safe nursing care of patients within its approved 
institutions. It is my belief that the College is the 
one organization which can assist in securing ade- 
quate nursing care. Most hospital administrators 
are more than willing to work toward this objective, 
but the financial demands made upon them are fre- 
quently prohibitive of desired achievement. Nursing 
administrators are less able than are the hospital 
personnel to secure the needed conditions. The Col- 
lege, by setting a minimum standard, can serve as 
a guide in developing a sufficiently flexible program 
to meet the needs of each institution which it places 
on its approved list. Conditions will not be the same 
for different institutions but because the hospitals 
are individually surveyed it is my belief that the 
College can, in its usual broad and generous policy, 


work out plans satisfactorily applicable to each par- 
ticular hospital. 

To summarize briefly, in this discussion of ade- 
quate nursing care of the patient we have tried to 
interpret certain salient phases of the Manual of 
the Essentials of Good Hospital Nursing Service, In 
doing this we have stressed conditions contributing 
to the selection and retention of a fine type of per- 
sonnel, calling special attention to the Resolutions 
passed by the American Nurses’ Association in re- 
gard to the general staff nurse and the national study 
being made of salaries. Also, we have indicated some 
ways in which more profitable use may be made of 
the actual hours of nursing service. Then, we have 
emphasized the need of a minimum standard for 
nursing in hospitals approved by the American Col- 
lege of Surgeons. May we hope that the College 
will (1) endorse the Manual of Essentials of Good 
Hospital Nursing Service, (2) endorse the Resolu- 
tions on the General Staff Nurse and Employment 
Conditions on Which Good Nursing Service De- 
pends, and (3) establish minimum standards for 
nursing in hospitals approved by the American Col- 
lege of Surgeons. 








The Hospital 


ALBANY HospitaAL REGULATIONS AND ROUTINES 
FOR THE RESIDENT STAFF. 


This little “resident’s bible” should go far toward 
insuring efficient intern and resident service, and 
adequate care to the patient. 


All the administrative relations of the resident 
staff are clearly set forth from meal hours to lines 
of authority and responsibility, and from salary to 
relations with other groups in the hospital. 


Reportable diseases, arrangement of charts, writ- 
ing of orders, relations with undertakers, methods of 
procuring permission for, and of performance of 
autopsies are but typical of the comprehensiveness 
of the section of the manual. 


The greater part of the book is given up to stand- 
ard routines and standard practices for each of the 
different clinical services, and in some cases to the 
special requirements of the individual seniors of the 
clinical staff. 


The formulation of such detailed instructions en- 
tails much thought on the part of both the adminis- 
tration and the clinical chiefs, but its use can not 
fail to repay them many times over in the smoother 
running of the entire machinery of the institution, in 
adequacy of care to patients, and to the elimination 
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of the many points of friction which do so much to 
disturb the harmony of a large institution. 


___—- 


NursInG As A Proression. Esther Lucille Brown. 
Russell Sage Foundation, New York. 1936. 
$.75. 


Is nursing a profession? Sporadic attempts to 
train women for the care of the sick date back to 
Dr. Valentine Seaman of the New York Hospital 
in 1798. But general systematized training dates 
back only to 1872 or 1873. Whether nursing today 
has fulfilled all the requirements for classification 
as a profession may be a matter of individual opin- 
ion, but no one can deny that it is “Definitely on the 
way toward professional maturity.” 


The author gives a survey of the history and 
present status of nursing education from entrance 
requirements, curriculum, and faculty to post-gradu- 
ate courses, registration, and university courses in 
nursing. 


Such problems as distribution of nurses, the vari- 
ous fields open to them, and the remuneration offered 
by each field are discussed and illustrated by perti- 
nent statistics drawn from authoritative sources. 
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The Increasing Necessity for Cooperation 
Between the Surgeon and the 
Hospital Administration 


FRANK E. ADAIR, M.D. 
Attending Surgeon and Executive Officer, Memorial Hospital, New Y ork City 


| ie I NOTED in a widely-read metro- 
politan newspaper that a distinguished American had 
died leaving an estate of between eight and nine 
million dollars. His will, written a few years ago, 
directed that donations be made to eighteen charita- 
ble institutions. A codicil to the will recently ex- 
ecuted (during the present years of the depression) 
stated that “because of the high estate taxes im- 
posed by the Federal and State Governments” it had 
become necessary to revoke the donations amount- 
ing to approximately one million dollars. 


This practice has come to be a common occur- 
rence. Probably more such codicils have actually 
been attached to wills during the past five years 
than have been added in the previous fifty years. 


But what has this to do with the subject under 
discussion? It is exactly this: Anything having to 
do with the stability of hospital income has both a 
direct and indirect influence on the work of the 
surgeon. Any uncertainty as to the ability of the 
hospital to meet its budget and continue its func- 
tion has an important bearing on the quality of his 
work in a hospital. If you question this statement 
examine for yourself the professional demoraliza- 
tion that took place in any one of the bankrupt hos- 
pitals before it closed its doors. 


The Obligations of the Hospital Trustee 


The trustees of a hospital as a rule are a small 
group of successful, able, generous, public-spirited 
citizens who are willing for the general good of their 
community to assume the obligations of trusteeship. 
What are these obligations? First, to accept the 
duty of conscientiously, ably, and judiciously admin- 
istering the endowment funds of a hospital. Second, 
to obtain new gifts for maintenance expenses and 
for additional endowment. Third, to give unstint- 
ingly of time and advice in order to attain the perfect 
functioning of a necessary community charity. Any 
trustee who does not measure up to these prescribed 
ideals should resign and be replaced by one who will 


Read as a part of a symposium on Hospital Standardiza- 
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meet the obligations of what the term trusteeship, in 
its highest sense, signifies. However, for a trustee 
to live up to all three functions is becoming increas- 
ingly difficult. Although the importance of the lay 
board of trustees cannot be over-emphasized, it has 
been noted during the depression that those hospitals 
possessing a mixed board of laymen and doctors have 
been meeting their difficult problems with more di- 
rectness and competency than those hospitals that 
do not possess this type of mixed board. The sur- 
geon is in a position to greatly assist the laymen and 
give advice on the two largest financial points of 
every hospital, namely, income from patients and 
expenditures for patients. 


Most hospitals have a list of small and large donors 
whose gifts have in the past annually totaled a fair 
amount. During the years just past this list has be- 
come smaller and smaller, and the sum total is less 
each succeeding year. It seems impossible for the 
trustees to tap new sources of income. The public 
spirited citizens who under normal conditions would 
like to be generous with hospitals have been made 
so uncertain as to their future that they cannot and 
are not.running the risk which great liberality entails 
today. Uncertainty is probably the greatest single 
reason for our hospitals being in the unhappy con- 
dition in which they now find themselves. 


Most hospitals find that their endowments have 
suffered a body blow. Bonds and other investments 
in the so-called legal securities are found dashed 
on the rocks of default, the income in some instances 
having greatly diminished or ceased altogether. 


There is a movement today which indicates that 
men of wealth who formerly gave large sums to 
hospitals are now placing their funds in youth move- 
ments, tending to educate, train, and bring up young 
America along lines of sound Americanism, aimed to 
eventually save the Republic and foster its ideals. 


As the depression has continued so many years, 
many people with modest means formerly independ- 
ent, have at last found themselves at the end of their 
capacity to pay for hospital service. The sick un- 
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employed have crowded into the hospitals at alarm- 
ing rates. Worry, inanition and their resultant sick- 
ness and disease have heaped a tremendous over-load 
on our hospitals. The Government has seen fit for 
some curious reason to disregard this added burden 
of our hospitals. 


The lessening income from donors, the diminution 
in the endowment income, the increased burden of 
caring for greater numbers of indigent sick, the 
increased cost of food, surgical and medical supplies, 
etc., and the general uncertainty ahead have all been 
contributing factors to the crippling and closure of 
hospitals all over America. Hospital trustees are 
helpless against such odds. 


Cooperation Between Trustees, Administrators 
and Doctors 


What is to be done? The obvious thing to do first 
is to analyze our greatest items of expenditures and 
our largest single source of income. These two items 
have to do with the expenditures on patients and 
with the charges paid by patients for services ren- 
dered. Who have most to do with these large items, 
and who should know most about them? The doctors 
themselves. This being true, the doctors must begin 
to learn something about hospital management. It 
has now become imperative to have a closer co- 
operation between trustees, management and doctors. 
Never before has it been so important. 


The Economy Committee 


Possibly it might be helpful and of interest if I 
were to state a few of the procedures taken and the 
results obtained in our attempt to survey all sources 
of income and expenditure. The first move was to 
appoint a chairman of a group to be termed the 
Economy Committee. The chairman in this instance 
became the executive officer who in turn appointed 
to his committee the directress of nurses, the resident 
surgeon, the superintendent of the hospital, a re- 
search Fellow and the nurse in charge of the operat- 
ing room. Plenary powers were delegated to this 
committee by the medical board. Certain obstacles 
lie plainly ahead. Possibly the superintendent 
might resent an intrusion into his domain. The 
trustees however, had originated the move. The 
superintendent graciously cooperated and enthusi- 
astically supported the work of the committee. As 
was to be anticipated, there were times when there 
was complete disagreement between the committee 
and individual members of the surgical staff as to 
advisability of making certain purchases. In this 
case the chairman of the Economy Committee would 
present to the medical board the view-point of the 
committee and the surgeon would do likewise. 
The medical board heard the arguments and settled 
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the problem as a jury. It must here be said that 
the members of the entire medical staff wholeheart- 
edly supported the work of our survey and of our 
placing rigid economy into operation. 


The committee met weekly with a definite pro- 
gram of procedure. The investigation of certain 
problems was delegated to the different individuals 
of the committee. The committee went into every 
single item of hospital purchase. This was an 
enormous undertaking for professional people to do. 
In the operating room for example, as a result of 
our study, we changed the type of ether used; the 
firm from which we purchased nitrous oxide; and 
also the firm that furnished our cat-gut. This shows 
you how very fundamental the changes were. A 
system of rigid economies in technical procedures 
was instituted in the operating room. The wholesale 
use of a certain expensive skin suture, was replaced 
by that of silk. Carelessness in the use of cat-gut 
and gauze was frowned on. Various new schemes 
were introduced to reduce the amount of cat-gut 
used ; some surgeons reduced the. amount by a third 
or a half. One surgeon previously averaged ap- 
proximately thirty-four tubes of cat-gut, in perform- 
ing a radical mastectomy on large sized women. In 
his case, economies reduced the cost from thirty-four 
tubes at twenty-four cents per tube totaling $8.16 
to eighteen tubes at nineteen cents totaling $3.42, 
effecting a saving on one single operation of $4.74 
or fifty-eight per cent. 


New apparatus was purchased to effect a saving 
in the anesthesia field. Without going too deeply 
into the details of purchases, it must be said that 
many loop-holes were found. Nurses on the wards 
were instructed to give to the surgeons only a mini- 
mal amount of sterilized dressings. The use of ad- 
hesive was greatly reduced’ by more thought put 
on the subject of economy. Narrow adhesive was 
easy to obtain but the wide adhesive roll was always 
in the other room. Obtaining the wide roll had a 
certain nuisance value. To reduce gauze consump- 
tion in the wards, in bladder and intestinal cases, 
suction systems were built. It was found that laun- 
dry was torn. Investigation of this condition re- 
sulted in the purchase of a new mangle. 


In a survey made of the secretarial force, it was 
felt that some secretaries had too little work. An 
adjustment of their assignments was made. Econ- 
omies were made in postage and stationery. 


The Clinical and Research Department 


A survey was made of each clinical and research 
department. Certain personnel was eliminated, ef- 
fecting a sizeable saving. Frequent letters to the 
staff were sent out reminding them of economies 





in their departments and suggesting new ones. This 
resulted in making everyone economy minded. - 


In November of each year the budget for the suc- 
ceeding year is considered by the director, the ex- 
ecutive officer and the superintendent. The salary 
of every hospital employe, length of his service, etc., 
is carefully gone into. The budget of every depart- 
ment is taken up with the head of that department. 
Plans are suggested at this conference to induce 
lessened costs. A ten per cent reduction in salary 
was taken by every hospital employe including doc- 
tors, nurses, secretaries, clerks, technicians, etc. 


Sources of New Income 


Having effected as much saving as seemed pos- 
sible, we next turned to sources of new income. Here 
we found a fertile field—a field also in which we 
met more strenuous opposition from the professional 
staff. Previously we had never made a charge for 
new patients or patients who returned for follow-up 
visits or dressings. We recognized that other hos- 
pitals did, but due to the peculiar nature of the can- 
cerous diseases, our staff felt that every effort should 
be made to encourage returned visits. When I pro- 
posed that we try the experiment of charging only 
ten cents per visit, it was met with serious opposi- 
tion. This was finally overcome only by it being 
called an experiment. The results of six months of 
trial showed that there was no falling off in the fol- 
low-up visits, dressings, etc., and that ninety-four per 
cent had paid their ten cents. The other six per 
cent merely had to get the social service department 
to check their clinic card. No one was embarrassed 
or denied treatment. The opposition of the staff 
completely broke down under the results. After that 
it was not difficult to get the patients to pay twenty- 
five cents per visit. The new results were that 
eighty-six per cent paid twenty-five cents, eight per 
cent paid ten cents, and six per cent are free. The 
new patients are asked to give one dollar and com- 


paratively few fail to pay it. As there are about 
five thousand new patients per year, this is another 
good source of income. These two groups of 
patients total about $30,000 per year and this is from 
an entirely new source of income. 


A new rate schedule for x-ray and radium treat- 
ments was made. As there are about 60,000 such 
treatments given annually, the new income from 
this source was appreciable. 


Many routine laboratory investigations which 
previously had not been charged for were now put 
on a rate schedule. Aspiration biopsies, tissue, urine, 
and blood examinations now had to be paid for by 
the patient. We had never before made any charge 
for such examinations as broncoscopy, esophago- 
scopy, or cystoscopy. We now began to charge five 
dollars for each. 


Another item of new income was the institution 
of a system of paying for luncheons. Staff surgeons 
were charged twenty-five cents for lunch. Research 
workers, research Fellows, secretaries, and special 
WPA workers were each charged fifteen cents for 
lunch. Each one purchases a ticket (much like movie 
tickets) which he hands to the waitress or to the 
manager of the cafeteria. Many employees get better 
meals, spend less time away from work during the 
noon hour and are more efficient because of this 
system. 


All in all the enormous time and work spent in 
making such a broad survey has paid for itself many 
times over. Effective saving in purchases, staff 
economies, and the finding of new sources of in- 
come resulted in a total of $60,000 the first year. 
This we hope will go on into the years. It could 
not have been accomplished without the most hearty 
cooperation on the part of every doctor and every 
hospital employe. It was not a job that could have 
been done by the trustees. It had to be done by the 
surgeons in close cooperation with the hospital 
administration. 








Medical Board Defines Rights of Interns 


The Ohio State Medical Board, at its meeting of 
October 13, authorized the following communication 
to be serit to all Ohio hospitals employing interns : 


“The State Medical Board, recognizing hospital 
internship as furthering the better medical education 
of prospective practitioners, desires to promote such 
service in all legal ways. At the same time the Board 
deems it wise to advise hospitals that practice for a 


compensation, direct or indirect, is not legal without 
licensure (Section 1286). Medical graduates in in- 
tern service without licensure are legally medical 
students who cannot sign birth or death certificates 
nor prescribe narcotic drugs. Such men must work 
under the direction and supervision of the staff of 
the hospital. Under such interpretation, the hos- 
pital and the staff members are responsible for their 
acts.” 
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The Result of the Survey Covering 
Hospital Fire Hazards 


WILLIAM S. OUTWATER 


i HE SUBJECT it is my privilege to offer for 
your consideration is based upon an invitation sent 
by S. Frank: Roach, addressed to Thonias J. Wolfe, 
Director of Public Safety, at Jersey City, N. J. Mr. 
Roach requested in his communication, that he 
would greatly appreciate if a survey could be made 
to cover the “fire hazards” in buildings used for hos- 
pitalization, in the metropolitan area in and around 
New York City. The result was an official order 
‘was issued to perform this task, and as director of 
the school for fire instruction, I was given this as- 
signment. Almost all tlhe technical data compiled 
has been eliminated so that a better grasp can be 
made of the conclusions arrived at and to conform 
with a layman’s viewpoint of this problem. 


When this endeavor was launched it was believed 
that it would and could be handled in the ordinary 
processes involved in extinguishing the disturbance 
we term fire, in an occupied building. After a con- 
ference with a number of hospital administrators it 
was found, that rules and regulations prescribed for 
the usual formality of evacuating an occupied build- 
ing, specifically a hospital, were entirely different 
than in any other type where almost everyone in- 
volved could help themselves to a place of safety. In 
the problem before us at the moment we find, based 
upon the laws of average, a situation where at least 
one-half of the occupants are unfit to render any self 
service whatsoever, in fact mentally excited to a 
degree that adds to the labor involved to perform 
this requirement. Therefore we have to set in motion 
a plan of operation to counteract this condition of 
affairs, entirely different from any present policy to 
cover the requirements of a fire disturbance in this 
type of building. I offer these facts to you for your 
consideration and to help establish the real value of 
this problem from a wide perspective which I be- 
lieve you are all interested in from a personal view- 
point. In other words, I want to draw you as close 
to this responsbiility as is possible, and for the sole 
purpose to acquaint you with the solution to handle 
this disturbing feature, as found from my study of 
it. Incidentally in this study, some very important 
data compiled by the National Board of Fire Under- 
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writers, was brought to our attention in relation to 
this same problem, which in my opinion is valuable to 
give consideration to in helping us to estimate the 
value of this whole endeavor. 


Fire Occurrence in Hospital Buildings in 1935 


This report tells us that there were 400 fire occur- 
rences in buildings used for hospitalization in the 
United States in 1935. The property loss exceeded 
one million dollars, and the loss of life was greater 
than the year before. This gives us something to 
not only arrest our attention, but to make us sit up 
and give the best we have in thought to reduce such 
a hazard. 


I know if at this moment I were to ask for 
your expression, as to how well you are prepared at 
home to handle a first disturbance in your respective 
institutions you would in one voice exclaim that 
everything is fairly well under control. By the same 
token and based on the data just read to you, plus 
the assurance of everything being under control at 
home, how can we feel assured that such information 
is a true statement of fact, when we recall to our 
mind, the known fact that there was more than a 
fire a day in similar institutions last year, and per- 
haps the administrators labored under the same 
opinion as I have expressed for you, preparedness, 
when it did not exist. In other words in my opinion, 
if an investigation was to be made in a cross section 
of 25 per cent of your respective institutions, it would 
be found that flagrant violations, or fire hazards were 
present in one-half those surveyed. It would be 
found by examination, that many institutions carry- 
on a feature of fire protection based solely on a 
foundation of “gambling hope.” 


Reducing Fire Hazards in Hospitals 

The administrative element believe that everyone 
involved is self conscious of the dangers embraced 
in a fire disturbance, when as a matter of fact, only 
a small minority are really interested in how to avoid 
it, and very few capable to handle it when it makes 
its appearance. The reason for this situation is ob- 
vious, there are no hard and fast rules in existence 
by which to be governed, in the every day routine of 
hospital operation. Drawing up rules and regulations 








is only a perfunctory task at its best, the value con- 
tained and the rigidity exercised in performance is 
where the merit is established. That the approach 
to be made in this specific requirement is solely one 
of education. 


Our first thought naturally turns to the question: 
How shall we “educate” and where shall we start? 
In my opinion, and I ask your pardon for my blunt- 
ness, the first students should be you, the directing 
force of the hospital. You are the individuals who 
require the fundamentals involved to be set before 
you, to bring home the features and factors in- 
volved, before you can successfully hope to brighten 
up those who make up your personnel. If I can 
sell you this protection requirement, I know further 
that you will have no trouble selling the same thought 
to those subject to your discipline. 


I intend to proceed from this point on to sell you 
the conclusions arrived at, based on the survey and 
study made to lessen this liability, feeling quite se- 
cure you will accept it in the spirit it is being offered, 
for the welfare of all concerned. To begin such an 
endeavor and to prove the value embraced, we nat- 
urally have to set in motion an effort to place 
our own house in order before we can impress 
our prospective assistants that we mean business. 
The question on your mind at the moment is, what 
relation our house has with this policy, and before 
your question is complete, you yourself have deter- 
mined the answer, for a real foundation, and that is 
the right solution. 


The Advisability of an Institutional Survey 


Putting into effect any program without any pre- 
vious preparation is hoping for the impossible; 
therefore, by performing the initial task we are pre- 
pared. In this instance it calls for a survey similar 
to those performed by the study of this problem, 
and there is no disguising the fact that a qualified 
outsider will bring to your attention a truer picture 
of what is present than anyone you may select from 
your present staff. This statement is made advisedly, 
because if you assign from your personnel any in- 
dividual, no matter how competent, they are going 
to weigh what exists from a background of know- 
ing conditions better than an outsider, which is 
quite true, but unfortunately this turns out to be a 
liability instead of an asset, in this specific task, be- 
cause we have no room for alibis in this endeavor. 
What is wanted is fact, not reasons for the presence 
of hazards. 


A very important fact in relation to obtaining this 
qualified outsider is this, that such service can be 
obtained without a penny of cost. All you have to 
do is to take the time to write a letter to the official 


in charge of your local fire department, requesting 
him to assign an official to survey your institution, 
and the job will be done thoroughly in quick order. 
Please don’t misinterpret this suggestion, especially 
if it just happens that you are functioning in a 
building far from being modern, and in the belief 
that they would condemn the entire set-up after such 
examination, because this would never occur. Let 
me say further at this point, that more fires occur 
in supposedly modern hospitals than in the older type 
buildings. In the back of my mind, the thought 
uppermost in relation to the cause for most fires is 
man-made carelessness and not building construction 
as it exists. After the man-made weaknesses have 
been brought to your attention and corrected, your 
house is then in pretty fair order to continue the 
policy of further education to keep it so. 


The Fire Hazards in Hospitals 


For instance, the observer may discover you are 
allowing the use of a container to store rubbish that 
will burn as fast as its contents, or he may find a 
closet with a closed door for the same purpose and 
with the same danger, allowing for a real start be- 
fore discovery, when it’s too late to prevent an alarm. 
He may discover some loose electrical connections, 
one of the most common causes for serious confla- 
grations; you may be storing your x-ray films in a 
container of a destructible make-up, instead of a 
metal filing cabinet; or a driving motor clogged up 
with cotton lint, waiting for a spark to ignite, all 
of which are man-made hazards. Many of you will 
be surprised to find these hazards present in your 
respective institutions, and it’s a good bet to say 
they are there to find, as we found after being as- 
sured that we would find everything spic and span in 
most of the hospitals surveyed. To treat these fea- 
tures lightly and without giving the serious thought 
demanded to correct them is dangerous, because they 
are the start off places for fire to break out. An 
investigation will prove, whether present or absent, 
the remedy is plain and simple and easy to bestow. 


General Education Is the Important Factor 
in Control 


Our next step carries us to the point to consider 
general precaution, and to be built on a foundation 
having rigid control as the important factor to be 
developed for real service when and if this disturb- 
ing feature we call fire makes its appearance. This 
brings us to the point where we take up for discus- 
sion, organization, that force so essential to produce 
results when the occasion demands, and beyond any 
question the most important factor embraced in this 
whole endeavor, and by the same token, one very 
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much absent in a large majority of present-day hos- 
pitals, and unanswerable if asked “why.” 


Just picture in your mind at the moment as to 
what would happen if an alarm of fire came upon us 
in this hall, and everyone of us capable of assisting 
ourselves to get out, would we be able to do so ad- 
vantageously without anyone getting hurt in the wild 
scramble for safety? I doubt it very much; some 
minor injuries would be recorded at least. Now let 
us transfer ourselves to our respective institutions, 
where we are positively sure to find more than one- 
half of the occupants confined to beds, practically 
helpless to assist themselves to a safety zone, and no 
organized method to carry out this demand to help 
these unfortunates, everyone and everything going 
wild at the moment, merely because no directing 
pre-arrangement is known to those present. A de- 
plorable illustration, to say the least about it at the 
moment, and yet so easily correctable if and when 
an organized effort is put forth to provide this valu- 
able feature of mutual assistance. To sit back se- 
rene and complacent in the belief that this disturb- 
ance is never going to break out in your hospital, is 
taking too much for granted; or, if it does, the 
intelligence present will handle the occurrence sat- 
isfactorily without any previous training under com- 
petent supervision, is also a gambling hope. 


I don’t care how ultra-modern your building is 
constructed, or how smart your personnel is, it’s a 
sure bet that something can go wrong because a 
fire is an uncommon occurrence, and running wild 
by those affected a common one. [I still mairitain 
that there should be an organized effort present to 
handle this problem advantageously. Don’t mis- 
interpret this statement in the belief that to have 
this feature present you must spend a lot of time 
and money to provide it, because such belief is un- 
necessary. It’s a simple task, which I will unfold 
for your consideration. 


Let us start off by calling this feature your fire 
brigade, and the official to direct its procedure the 
fire marshal. This individual is as a rule the ranking 
official in the mechanical division. After his ap- 
pointment he in turn chooses three assistants to 
cover the three working periods in a twenty-iour- 
hour set-up. The next step is a called conference 
made of the hospital administrator, superintendent 
of nurses and the four officials previously appointed. 


General Rules and Regulations 


The important business of this body is to draw 
up general rules and regulations: 


1. To divide off the institution into zones 


2. To list up the personnel within this area 


To separate the male and female force, both 
day and night 


4. To select a zone captain to be in control until 
a higher official arrives 


When this service is complete we find before us 
a skeleton organization subject to any and all as- 
signments as decided. 


Naturally, after performing this requirement, our 
first demand is to cover the possibility of an out- 
break of fire; in other words, we will assume that 
we are now confronted by a fire disturbance—what 
is the required procedure? In this instance we are 
again assuming that the knowledge required has been 
acquired by that part of the personnel to carry out 
this performance. Whoever makes the discovery of 
a fire outbreak, goes immediately to the zone cap- 
tain and reports the location, and if in the event 
this individual is beyond instant reach, the discov- 
erer, from information and instruction previously 
absorbed, will go to the nearest telephone and, in a 
clear tone no louder than required, say, “I want to 
report a fire.’ The telephone operator, by previous 
instruction, repeats, “Hold on,” and connects with 
the main office, nurses’ office, engine room, and local 
fire department, repeating again to all answrs, “Hold 
on.” She then informs the floor captain, “Go ahead,” 
and then the captain gives the information. 


Now there are two thoughts tangled up in your 
mind about this instruction at the moment: 


1. Why all the delay in making the connections 
mentioned ? 


No 


Why notify the local fire department ?—the in- 
cident may only be a trifle. 


To answer the first question let me assure you 
that the total time involved to complete this per- 
formance is less than a minute by test. 


In relation to the second question, true the occur- 
rence may only be a slight disturbance, and your 
thought in mind is the commotion created by having 
a piece of fire apparatus roll up to your door, when 
perhaps the fire is already out. A perfectly reason- 
able conclusion to such an occurrence, if there was 
no “but” involved, and there certainly is where fire 
is the disturbance. Fire is an unknown force—we 
should admit that much. Very few can estimate 
correctly, from a casual observance, when a real 
start of a fire is going to be under control. We can 
also admit as well that many of our great conflagra- 
tions, now a matter of record, had an incipient start, 
Mrs. O’Leary’s cow in Chicago, for instance, where 
one hundred million dollars went up in smoke, and 
yet a pail of water thrown on the lantern would have 









avoided that great loss, or if the local department 
had been notified promptly. ‘ 


The Danger from Combustible Anaesthetic Drugs 


The always prevalent danger of fire in operating 
rooms is due to the use of combustible anesthetics— 
ether, etherlene, propyline and ethyl chloride being 
all inflammable and explosive when mixed with air 
and oxygen in proper proportion. The inherent 
hazards common to all these combustible compounds 
have been demonstrated by numerous accidents, al- 
together too frequent for a peaceful mind, and 
caused by the use of electric appliances, such as 
radio knives, high frequency machines, electric cau- 
teries and x-ray fluoroscopic equipment within this 
area. This danger is no doubt fully recognized by 
all concerned, and yet we do read of such occur- 
rences. True there is a demand relationship in such 
appliances to carry out the method and technique 
involved, but we can beyond any doubt safeguard 
all concerned by having the element of electricity 
harnessed to prevent any common disturbance. 


All containers used for storing anesthetic com- 
pounds should be clearly marked for identification, 
they should be stored in a dry and well ventilated 
room, and only the required amount brought into 
the operating room for each specific case, to reduce 
the hazards involved. To guard against static 
sparks, the entire operating room equipment, plus 
the patient and operating personnel, should be 
bonded together to the floor and the floor thoroughly 
grounded. Wearing of any type shoes by the operat- 
ing force that contain iron nails should be religiously 
prohibited. 


There is no division of any hospital where the 
need for safeguards is more imperative than the 
operating room. 


Regardless of the patient’s physical condition or 
the essential requirements of their operating, we find 
under our care and protection one who has become 
helpless and wholly dependent upon those present, 
because of the influence of the anesthetic used; 
therefore care and caution should be uppermost in 
our endeavor to prolong their lives. 


Kitchens—Main and Serving 


In the main kitchen zone there are at least four 
contingencies to consider in relation to fire hazards. 
The possibility of forgetting to light gas burners 
after being opened; this has an explosive result 


when the flow of gas does come in contact with flame 
after a very short period. The second feature is 
the upsetting of pans and pots of hot grease and 
having them come into contact with flame. This 


occurrence usually results in a very bad situation 
and creating much smoke, which permeates almost 
everywhere. Another feature of common disturbance 
is that in relation to rags and towels used near the 
range catching on fire. As a rule this disturbance is 
often very quickly extinguished, provided the indi- 
vidual having the occurrence continues to use the 
same article, but the danger lies when he discards 
this article into a receptacle, with smouldering 
threads still ignited, and oftentimes the cause for 
more fire when coming in contact with other fabrics 
or papers. 


Flues and ventilating equipment over ranges have 
a tendency to gather soot and lint. These factors 
should be looked after and cleaned periodically to 
avoid such fire disturbance as may occur from this 
cause. 


Storage Area 


The storage space of a hospital covers a wide 
range of use. As a rule, the space occupied for this 
purpose is made up of closets, and by the same token 
these closets have doors, and more fires have de- 
veloped from this area than perhaps any other spe- 
cific space in the entire hospital. The reason for 
this occurrence is obvious—careless performance by 
those having access to these places. The cause is 
created unknowingly and the door being closed al- 
lows the fire to gain a fair headway before it is 
discovered. This area then should be carefully 
watched, to avoid such disturbance. Oily rags and 
mops should be kept in iron containers. 


Constant and consistent examination into these 
storage areas will prove to be a step in the right 
direction. 


The Laundry 


In the laundry we are confronted with two pos- 
sibilities : 
1. When this unit is within the hospital building 


2. When in a separate enclosure 


Unfortunately many institutions have this unit in 
the basement of their main building, and with little 
if any hope of ever getting it out of this location. 
When such is the case we-can find with little diffi- 
culty a very decided handicap from many angles of 
consideration that are detrimental to perfect condi- 
tions. 


The possibility of fire within the laundry area, 
when properly supervised, is more remote than any 
other division of the institution. The greatest pos- 
sibility, perhaps, is that where careless procedure in 
operating the gadget we term the mechanical dry 


HOSPITALS 








ws 





December, 1936 


tumbler. This is a machine used for drying those 
articles that require no further performance for 
re-use. The construction of this machine and the 
use made of it are based solely on heat, boiler pres- 
sure steam under control in a series of coils, with a 
cylinder rotating back and forth to keep up a con- 
tinual agitation. Ordinarily about 45 minutes dries 
a load. The danger lies when this time is increased 
to a point where the load, in the language of the 
day, becomes red hot. They are then removed and 
placed in a hamper or basket in this condition, and 
from a combustion background become spontaneous 
by the freedom of air and draft that results in fire 
as a rule, and the larger the volume or load, the 
greater the hazards. This work should be exam- 
ined when removed after such carelessness, and 
folded up separately, the time consumed in this 
performance being sufficient to remove the hazard 
previously mentioned. 


More laundry fires have been caused by the help 
going home and leaving a load in this machine and 
in stationary dry rooms than from any other cause. 


We all know that lint is a very common feature 
that is found within laundry enclosure everywhere. 
We also know that when ignited in or on a machine, 
especially a flat-ironer, that it will spread quicker 
than a prairie fire during the dry season. It is ob- 
ligatory to have it absent on such equipment. There- 
fore, it is advisable to insist upon a removal of this 
danger by an effort of elbow activity. 


All oily rags should be placed in a metal container 
and removed daily for general protection. 


Mechanical Refrigeration 


Mechanical refrigeration has little if any fire haz- 
ard, but has a comparatively bad record due to ex- 
plosions and leaks in the piping system. The most 
suitable refrigerant is carbon dioxide. This gas is 
not inflammable, non-poisonous, and odorless. The 
only requirement to be watched is the piping instal- 
lation and the provisions to prevent excessive 
pressures. 


Incinerators 


Many hospitals have the incinerators located in 
the main building, while others have it installed 
close to the boiler house to utilize the smoke stack 
in use there. This is the proper location for this 
factor of garbage and refuse destruction. Very 
little fire danger ever comes from this requirement. 


Boiler House 


In the power plant that furnishes heat and hot 
water to the institution, the possibility of fire of a 
destructive character is very remote, unless it is 
located in a wood enclosure. 





Where bituminous coal is used, care should be 
exercised in relation to its storage, as spontaneous 
combustion fires are a very common occurrence from 
this foundation. Two or more piles, where the op- 
portunity is offered to clean up each pile, is better 
procedure than to keep piling it up, which allows 
the bottom to stay too long for comfort and your 
peace of mind. 


X-Ray Clinics and Picture Storage 


X-ray clinics and picture storage carry more haz- 
ards than any other feature we have to arrest our 
attention in relation to fire in the hospital. True, 
we now have available a film with an absence of an 
inflammable nature. It also has an absence as well 
of poisonous compounding; but they will burn in 
about the same measure as a newspaper, a very 
great step in past performance. 


The great danger exists, however, in the storage 
of these pictures for records, under the old method 
of film material. There is only one standard to pro- 
ceed by where one has this feature to consider, and 
that is, that they should be kept in a steel filing cab- 
inet, in a detached building, or in a fireproof vault 
with sufficient ventilation and automatic sprinklers 
to protect all concerned. 


Drug Room 


Drug room hazards are almost specific, covering 
two possibilities: First, because of the method of 
packing used to protect glass containers, embracing 
waste paper and sawdust, a very dangerous situa- 
tion when left lying around for discarded smokes or 
burning matches; and second, the danger of explo- 
sives in the chemical compounds commonly used. 
Exceptional care should be exercised in this division 
at all times. 


Elevator Hoistway Hazards 


Making elevator hoistways fireproof has not re- 
moved the fire hazard from this equipment: it has 
only helped to keep outside fire from coming in. But 
possibilities for serious fires starting in the hoistway 
may still remain. With modern high-speed auto- 
matic elevators, this hazard has been greatly in- 
creased because of the large number of multi-con- 
ductor cables required to connect car control and 
signal devices with the machine-room and other 
equipment. 


A modern high-speed automatic elevator may have 
20 or more multi-conductor travelling cables leading 
to a terminal box midway up the hoistway. These 
cables may be up to 400 or 500 feet long, depending 
upon hoistway length, and each may contain from 









2 to 20 or more insulated conductors. In service, 
these cables may become laden with dust, oil vapor 
and other inflammable substances. Car floors are 
of wood; frequently car sides are wood veneer on 
sheet metal. Guide shoes and guide rails are lubri- 
cated and naturally pick up dust and dirt. Oil, dust 
and dirt collect on the hoistway wall and car; to 
what extent this occurs depending upon how well 
the cleaning job is done. Thus everything is avail- 
able in the hoistway to start a dangerous fire. All 
that is needed is something to start it, and this is 
ever present in the cables. As the car travels up 
and down, they bend continually and in long hoist- 
ways are subjected to considerable stress because of 
their weight. These actions gradually fatigue the 
wires and they break, possibly forming an electric 
arc that will burn through the cable covering and 
ignite the light combustible material on the outside. 
Such a flame, once started and fanned by hoistway 
air currents, may spread rapidly over the cable and 
develop into a serious fire. 


Conclusions and recommendations regarding the 
control cable are: That elevator cables in the past 
have been designed and built to obtain flexibility, 
long life and possibly a moderate amount of resist- 
ance to moisture. Such cables operate well under 
ordinary conditions, but in the presence of fire they 
may be adding fuel instead of retarding the fire. 
Because of this, a great deal of study has been de- 
voted to developing flame-resisting cables, and sev- 
eral are now available. 


Any cable, to suit modern elevator conditions, 
must not carry flame along its outer surface. It 
must also be capable of withstanding a severe fire 
and still give some electrical insulation and service. 

The specifications for one of these cables require 
that each conductor shall be of soft annealed copper 
wire, bunch stranded and covered with a separator 
or fine-cotton yarn. Over the cotton-wound con- 
ductors a wall of thirty per cent colored, slow-ageing, 
flame-resisting, rubber insulating compound is ap- 
plied. Outside the insulated conductor there is a 


wall of fireproof material, not less than 0.015 inch 
thick, saturated with a moisture- and fire-resisting 
compound. 


Conductors are assembled concentrically, with core 
and interstices filled with fireproof material. Over 
the cabled conductors there is a rubber-filled tape 
not less than 0.008 inch thick, frictioned on one side 
only, applied with the plain side next the cable. 
Over the taped cable is a substantial braid of fire- 
proof material saturated with a moisture- and fire- 
resisting compound and finished with powdered mica. 


The insulating compound must meet rigid accel- 
erated ageing and physical requirements and dielec- 
tric and insulation-resistance tests. The fire-resist- 
ing test on the cable consists of supporting a 4-foot 
sample of the complete cable in a horizontal position 
in a room free from drafts. A Bunsen burner hav- 
ing a 0.25-inch inlet and 0.4- to 0.5-inch diameter 
mouth is so adjusted that the outer cone of flame is 
5 inches long and the inner blue cone 1.5 inches. The 
flame is placed so that the inner cone just touches 
the cable and is applied for 2 minutes. The sample 
is considered meeting the fire-resisting requirements 
when the cable does not burn for more than 5 sec- 
onds after the burner is removed. After this test 
the sample is required to meet standard electrical 
tests. 


Such cable, although not absolutely fireproof. 
possesses in a high degree qualities that will resist 
fire, due to using fireproof material where possible 
and to saturating materials that give off small quan- 
tities of inert gas for smothering any flame that 
might develop. 


Modern high buildings are practically fireproof, 
but fires do occur in them. When they do, the im- 
portant service in the building is the elevators, to get 
people out as quickly as possible. Travelling cables 
are the most vulnerable part of an elevator system 
when a fire occurs. Therefore, it is imperative that 
they be as nearly fireproof and waterproof as pos- 
sible. 








Educational Films Available to Hospitals 

Davis & Geck, Inc., have recently added more than 
a dozen new films to their library of surgical motion 
pictures. They now have about fifty subjects avail- 
able for bookings tc hospitals, medical societies, and 
other accredited professional organizations. The 
films are available without charge other than the 
return postage and insurance fees, and a complete 
list may be obtained by addressing The Department 
of Professional Service, Davis & Geck, Inc., 217 
Duffield Street, Brooklyn, New York. 


Correction 

Dr. George Morris Piersol, whose article, “Organ- 
ization of the Medical Service in an Approved Hos- 
pital,” appeared in the November issue of 
HOSPITALS, is Professor of Medicine in the 
Graduate School of Medicine of the University of 
Pennsylvania, and Chief of the Medical Service in 
the Graduate Hospital. In the “Among Our Con- 
tributors” column Dr. Piersol was listed as Profes- 
sor of Medicine, University of Pennsylvania, which 
was in error. 
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The Importance of Established Standards 
in a Social Service Department 


MRS. CHARLES W. WEBB 
University Hospitals, Cleveland, Ohio 


O.. NEED only scan the history of the de- - 


velopment of medical social service in hospitals in 
this country since its inception in 1905, to realize the 
necessity for some sort of guide for those responsible 
for determining policies and directing performance. 
There is such breadth of activity in the daily de- 
mands on each worker and such a many-sided pro- 
gram into which the services of a social service 
department must fit that without some clarification 
of objectives, it would be impossible to assure any 
really effective growth. 


The hospital is, after all, a great complex organi- 
zation, geared to the human needs of those served 
and those serving. It touches intimately every type 
of person in every possible situation of need, and 
does so, frequently, under pressure of time and 
emotional stress. The daily relationships of the 
hospital run the gamut of steady routine and quick 
emergency, of intimate contact and broad influence, 
of financial stewardship and gratuitous service, of 
high intellectual leadership and baffling ignorance, 
of hopefulness and despair—there is no end to the 
list of contrasts. 


Social work came into this setting only yesterday 
in comparison with the other professions working 
with this human complexity. Quite naturally it has 
felt its way, finding itself slowly and painfully, sift- 
ing and testing experience, evolving principles and 
perfecting performance. What was its function— 
its unique contribution to service for the patient? 
Who were best fitted for the work, and how could 
they best be educated? What type of organization 
would be most effective for these workers to func- 
tion and in what setting could the organization carry 
on most effectively? These have been and will al- 
ways be questions that must be kept in mind in build- 
ing and developing any department of social service 
in a hospital. Throughout the years, since its be- 
ginning in 1905, medical social work has steadily 
been evolving answers to these questions through 
special study projects, and since shortly before 1928 
has been working toward a satisfactory statement 
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of standards which could be really useful to those 
concerned with departments of medical social service. 


Standards for Medical Social Work 


The 1936 Statement of Standards is the latest 
formulation based on the thinking of the interven- 
ing years. Throughout the five sections’ covering 
General Considerations; Personnel; Function; Or- 
ganization; and Facilities, it seeks to set forth in 
simple, direct language, certain principles that are 
today recognized, and to provide a statement which 
can be used as a guide rather than a grading device. 
It has been thought unwise to attempt too dogmatic 
crystallization lest continued experimentation and 
growth be hampered in succeeding years. 


Under “General Considerations,” it is stated that 
“Medical social service has been developed in the 
hospital as a service to the patient, the physician, 
the hospital administration, and the community, in 
order to help meet the problem of the patient whose 
medical need may be aggravated by social factors and 
who therefore may require social treatment which 
is based on his medical condition and care.” 


A position of emphasis is given to the point that 
an essential for the fulfillment of the activities to be 
defined in the statement is a “well qualified person- 
nel who have adequate preparation through profes- 
sional education and experience in the specialized 
field of medical social service.” This makes one 
realize how dependent all progress in quality of 
medical social work is upon the output of the schools 
of social work preparing medical social students. 
The fact cannot be overstressed that this question 
of personnel is of paramount importance because, 
even though a department may have an excellent 
organization plan and wholly satisfactory facilities, 
these may not even be utilized in any satisfactory 
way if the personnel is not well equipped. An ex- 
ample of this was found in one of the hospitals vis- 
ited. There the facilities for privacy of interview- 
ing were excellent, but because the worker in that 
situation either did not have the appreciation of the 
patients’ needs or else the skill to use her resources, 





she allowed all the patients to crowd into her office 
and of course ruin the privacy which could have been 
so easily safeguarded. On the other hand, there 


were many instances where, under very adverse con- 
ditions, resourceful skilled workers were finding 
ways around difficulties in order to have the basic 
essentials for good practice. Well trained experi- 
enced workers are clearly the sine qua non of an 
effective social service department. 


Under “Function,” the statement includes five 
major activities : 

Practice of medical social case work 
Development of the medical social program 
within the medical institution 

Participation in the development of social and 
health programs in the community 

Participation in the educational program for pro- 
fessional personnel 

Medical social research 


The practice of medical social work is defined as 
“the study of the individual patient’s social situa- 
tion, interests, and needs in relation to his illness, 
and the medical social treatment of the patient in 
collaboration with him and his physician, when those 
social’ needs and interests affect the physical and 
mental health of the patient.” 


The point is also made that services which might 
be considered largely administrative “may properly 
be considered forms of medical social case work in 
those instances when there is this study of the indi- 
vidual patient and his problem, and when the need 
for more comprehensive medical social case treat- 
ment in individual instances is recognized and se- 
cured for the patient.” In other words, if there is 
a clear case work thread running through these 
varied services, they become a real part of the ap- 
propriate function of the medical social worker. 
Thus there is no essential cleavage between the full 
case work process and the shorter type of case work 
service. The sound practice of either is dependent 
upon a thorough knowledge of case work and the 
skill won by experience. Again one sees the sig- 
nificance of the paragraph on “Personnel.” 


Medical Social Program Within the Hospital 


Another appropriate function of a social service 
department is the development of the medical social 
program within the medical institution. Instances 
often arise in other departments of the hospital when 
“there is a recognized need for considering the pa- 
tient as an individual person in his relationship to 
the many and varied procedures within the hospital.” 
Such instances may be found when questions come 
up regarding visiting hours, or in the admitting 
office (where social service is not an integral part 
of the set-up) or at the hostess desk or, in fact, in 


almost any area of the hospital. When this is true, 
“it is appropriate for the social service department 
to consider the patient’s needs with the administra- 
tion, the medical staff, and the various other pro- 
fessional departments involved, and to help formu- 
late policies effecting those procedures.” 


Medical Social Program in the Community 


The function of “participation in the development 
of social and health programs in the community” is 
next discussed. In any community there are neces- 
sarily many occasions when there is need for building 
or developing social and health programs such as, for 
instance, the control of syphilis and gonorrhea, tu- 
berculosis, child placement, housing, or relief meas- 
ures, and it is important that the medical social im- 
plications in these areas should be fully recognized 
and considered. In such program making, it is ap- 
propriate for the social service department to initiate 
or to assist in the process with the understanding, 
of course, that the department representatives “con- 
stantly test their thinking with that of the adminis- 
tration and the medical and other professional 
staffs.” 


Here, as elsewhere throughout the statement, the 
essential interdependence and close interplay between 
medical social worker and physician and between 
administrator and medical social worker are clearly 
brought out. This may well be emphasized as an- 
other of the important bases of a department’s de- 
velopment. 


Educational Program 


Under “participation in the educational program 
for professional personnel,” the point is made that, 
in addition to any educational work with its own staff 
or with medical social students from a school of 
social work, a department may properly be asked by 
other professional groups to “participate in courses 
or conferences designed to focus on the social as- 
pects of illness.” This is frequently developed with 
the medical staff or the nursing staff, for example, 
within the hospital, or with schools for social work 
in connection with students in other fields of social 
work. 


In connection with this educational program, it is 
felt to be important that a “free interchange of 
thought regarding the special method and techniques 
of each professional group is necessary, in order that 
the patient may benefit to the fullest extent possible 
from the integration of the various services offered 
by the institution.” 


Medical Social Research 


In the paragraph on “medical social research,” 
emphasis is given to the point that members of a 


HOSPITALS 





social service staff need to go beyond the “individual 
activities in which they are daily taking part and be 
alert to study recurring problems and to participate 
in study projects undertaken by others when this 
is appropriate.” 


In this new statement, the Association has at- 
tempted to produce something that would be stimu- 
lating and suggestive, couched in simple direct terms, 
broad, comprehensive and flexible within the limi- 
tations of accepted principles, avoiding dogmatism 
which might restrict experimentation or growth. 
One of the best illustrations of this latter point is 
found in the discussion of records. Here no attempt 
was made to say what form or type was preferable 
but rather to bring out the fact,that records are a 
tool of case work, that they have a three-fold pur- 
pose: “Service to the patient, education, and re- 
search,” and that they “serve to facilitate planning 
with the physician the medical social treatment to 
be given, and judging with him the effectiveness of 
the medical social treatment already given.” Cer- 
tain safeguards as to pertinence, availability, and 
professional integrity were outlined, but otherwise 
the whole question has been left dependent upon the 
use best fitted for individual needs. Here again, as 
is true throughout the statement, one sees the im- 


portance of professionally adequate personnel to de- 
termine policy of performance. 


“Statement of Standards” Represents Present Day 
Thinking in Medical Social Work 


The Statement of 1936 is the result of careful 
observation by a field visitor of the work of twenty- 
seven departments in three typical cities, the think- 
ing of ninety consultants in addition to members of 
the Association in the districts. Over three-fourths 
of the consultants made thoughtful constructive sug- 
gestions, and of this number, over half were from 
clinicians, administrators, and a few members of lay 
advisory committees. It can, therefore, fairly be 
said that this “Statement of Standards” represents 
today’s thinking in the area of medical social work 
in hospitals. It is also reasonable to think that as 
those responsible for departments throughout the 
country read and study and apply it to their own 
situations, they will want to think through freely and 
objectively any aspects of their own work which 
are at variance with the spirit of the points made. It 
is felt that such thinking and the gradual infiltration 
of the concepts set forth in the statement will have 
a real effect upon the judgments of those concerned 
with departments and that the result will be steady 
improvement in the quality of performance. 








George C. Potter Retires After Twenty-Six 
Years’ Continuous Service 


At the crossroads of the Pacific, in the City of 
Honolulu, there is a fine institution—Queen’s Hos- 
pital—actually a medical center for the Hawaiian 
Islands. As in all progressive institutions, one or 
two persons can usually be singled out as responsible 
for the greater part of its destiny and development, 
and for this in Queen’s Hospital much of the credit 
must be given to George C. Potter, superintendent, 
and Dr. Nils P. Larsen, medical director. The senior 
of these men, Mr. Potter, is retiring from active 
hospital work after twenty-six years of continuous 
service. He will be succeeded by G. W. Olson of 
Los Angeles, formerly assistant superintendent of 
the Los Angeles County General Hospital. 


In 1910, Mr. Potter, who was then vice-president 
and cashier of the Bank of Honolulu, was appointed 
treasurer of Queen’s Hospital. In 1920, the need 
of a larger hospital was realized, and it was proposed 
to rebuild with funds to be raised by popular sub- 
scription. In view of the large amount of money 
to be raised and disbursed, and as Mr. Potter’s ten 
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years work as treasurer had familiarized him with 
the hospital needs, its finances, and personnel, he was 
offered the position of superintendent, which he ac- 
cepted. Then followed a strenuous campaign for 
funds. Over half a million dollars was raised, work 
of erection of the present building began and was 
completed in 1924. 

Mr. Potter’s distinguished career is known to 
many members of the Association. He was an 
enthusiastic delegate at several meetings of the 
American Hospital Association, and visited hospi- 
tals in nearly all of our large cities. 


Like all progressive hospital executives he had 
his eyes open to what was being done in other hos- 
pitals, so that his. own institution would keep in 
step with modern trends. Men like Mr. Potter are 
those who give the activities of the Association a 
fresh virility. The cooperation of one community 
with another is one of the ingredients of progress. 
His many friends join in honoring him for his 
twenty-six years of work well done. 





Four Questions on Hospital Administration 


LEWIS N. CLARK 
Managing Director, Germantown Dispensary and Hospital, Philadelphia 


FE’... QUESTIONS under the heading “Ad- 
ministration” have been presented to us. 


“What should be the relationship of the ad- 
ministrative officer or superintendent to the (a) 
governing body; (b) personnel; (c) medical 
staff; (d) patient; (e) community; (f) hospital 
field; (g) health department and welfare organ- 
izations”? 


We can approach the answer to all of these ques- 
tions by deciding just what job it is that the admin- 
istrative officer holds. My understanding is that in 
the successful hospital the Board of Trustees have 
full responsibility to the community for everything 
that transpires within the hospital. The administra- 
tive officer is the paid representative of the Board 
and as their representative and in their absence must 
act for them and assume their responsibilities. He 
should report to the Board or to committees of the 
Board all matters of importance; without question 
he should make his own decisions on matters of 
management but afterwards should ask approval of 
the proper committee and should in all matters at- 
tempt to ascertain the policies and wishes of the 
Board and interpret them to the personnel, the staff, 
and the other groups concerned. Perhaps one of 
the most valuable attributes of the good administra- 
tor is to report to the Board, fairly and without 
bias, the wishes and opinions of the staff. 


His relationship to the personnel should be similar 
to that of any other executive in the business world. 
He should without fail give all orders through his 
department heads but at the same time should be 
accessible to every worker in the hospital, provided 
he has asked the department head to be present at 
the time he grants an interview to an employee. 


His relation to the medical staff usually presents 
his most difficult tasks. I believe that he should make 
every effort to carry out the wishes and the recom- 
mendations of the medical staff insofar as is pos- 
sible, never forgetting that it is the medical; staff 
who are the authorities on medical matters, and the 
Board of Trustees who have the final word on all 


matters of management, charges, policies, etc. 
Presented at the Hospital Standardization Conference of 


the American College of Surgeons, Philadelphia, October 22, 
1936. 


As to the patient and the community, this can be 
briefly stated by saying that the best possible care of 
the patient and service to the community is always 
the first and foremost obligation of a hospital and, 
therefore, of its administrative officer. The more 
active the administrator is in the hospital field and 
in his cooperation with the health department and 
welfare organizations, the better for his hospital. I 
know of no really successful hospital where the ad- 
ministrator is a “stay-at-home” and takes no interest 
in the hospital field as a whole. 


“What methods can be used to stimulate in- 
terest among the members of the personnel of 
the various departments”? 


To make each worker feel that he is an important 
cog, and that his work if well and faithfully done is 
a contribution to the smooth running of all the ma- 
chinery, is as good a way as any to stimulate interest. 
In addition one should make the members of the per- 
sonnel feel a real pride in economies of both time and 
supplies. If the administrator addresses depart- 
mental meetings of all members of the personnel of 
a department, called together by the department head 
and carried on with a good deal of formality the in- 
terest of the individual members will undoubtedly be 
stimulated. The workers should feel that they have 
been taken into the confidence of the administration 
in certain matters and that their contribution to the 
whole is of real importance. 


“How best can the superintendent keep 
abreast with the advances in hospital administra- 
tion” ? 


The administrative officer can keep abreast of the 
advances which so rapidly take place in our field of 
work by reading the current literature on the subject 
which is becoming of more and more value each 
year. He should, however, count most upon his 
meetings with other administrative officers both in 
hospital conventions, hospital council meetings, and 
informal get-togethers. In the group of larger hos- 
pitals here in Philadelphia we have the habit of talk- 
ing often with each other over the telephone, and it 
is surprising how wide an exchange of ideas, and 
what valuable discussions of our current problems 
take place in this way. 
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“What is the margin of safety of bed occu- 
pancy in a large hospital”? 


A good many years ago a committee meeting at 
the University of Pennsylvania Medical School, of 
which I happened to be a member, set up a formula 
to the effect that “seventy-five per cent annual aver- 
age occupancy shall be considered one hundred per 
cent operating efficiency.” This I believe is a pretty 
good figure. It is difficult for the person not closely 
connected with hospital work to understand why 
this should be so. As is evident, annual average 
occupancy takes in the peaks as well as the low spots. 
Let us, for the sake of argument, say that six months 
of the year runs at about seventy-five per cent, three 
months drops to sixty per cent, then the remaining 


three months must run to ninety per cent, which is 
a figure far too high to-be safe. If it were possible to 
arrange for a steady intake; if maternity cases, for 
example, would come into the hospital at the 
time their reservations are made, and if periods of 
quarantines in Children’s Building were not some- 
thing to be reckoned with, then it would be possible 
to carry a much higher average annual occupancy. 
Everyone familiar with hospital management knows 
that the maternity department fluctuates like the 
tides but without their predictable regularity. 
House cleaning and painting and disinfecting of 
some portion or another of the hospital is continually 
taking place, and for all of these reasons seventy- 
five per cent of the beds full throughout the year 
is a pretty satisfactory showing. 








Personals 


Phoebe M. Kandel, professor of Nursing Educa- 
tion, Colorado State College of Education, Greeley, 
announces the appointment of Muriel L. Thomas as 
associate professor of Nursing Education by Dr. 
George W: Frasier, president of the institution. 


Miss Thomas is a graduate of the Rochester Gen- 
eral Hospital School of Nursing, Rochester, New 
York, and has a Bachelor’s and a Master’s Degree 
from Columbia University. 


a 


Dr. E. E. Syrkin, formerly superintendent of the 
Bronxwood Sanitarium, Bronx, New York, has been 
appointed director of the Beth Moses Hospital, 
Brooklyn, effective November 1. 


Be 


Doctor Thomas I. Cottom has been named super- 
intendent of Selinsgrove State Colony for Epileptics, 
to succeed Dr. Chester A. Marsh. Dr. Cottom was 
formerly associated with the Allegheny Hospital for 
Mental Diseases. 


a 


Mrs. Olive B. Riley, formerly superintendent of 
Big Springs Hospital, Big Springs, Texas, has been 
appointed superintendent of the Lutheran Hospital, 
Cuero, Texas. 
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The Homeopathic Hospital, Reading, Pennsyl- 
vania, announces the appointment of Olin L. Evans 
as superintendent. Mr. Evans formerly was ad- 
ministrator of Chester County Hospital, West 
Chester. 


a 


Enloe Hospital, Chico, California, has announced 
the appointment of Nellie Fahy as superintendent. 


John E. Swanger 


John E. Swanger, for fourteen years superintend- 
ent of the Modern Woodmen Sanitarium, Wood- 
men, Colorado, died at Rochester, Minnesota, on 
October 19, after a stroke suffered three days before. 
He was buried at his birthplace, Milan, Missouri. 


At one time Mr. Swanger was prominent in Mis- 
souri politics. He was secretary of the State of 
Missouri, and later ran for Governor of the State. 


Mr. Swanger was active in the affairs of the Colo- 
rado Hospital Association, was a member of its 
Board of Trustees for five years, and state chairman 
of the National Hospital Day Committee. He was 
a regular attendant at the annual meetings of the 
American Hospital Association. His death is keenly 
felt in both Colorado State and national hospital 
affairs. 





Statistical Data Covering Food Consumption 
and Food Costs in Mental Hospitals 


ee sTuDy of raw food costs and consump- 
tion in mental hospitals will be of interest to readers 
of HOSPITALS. The data incorporated come 
from eight mental hospitals, widely distributed geo- 
graphically and of varying types of control, private, 
state, county and non-profit institutions. 


Hospital “A” 
(State hospital—middlewest ) 


Meals served, January to July, 1936, 
inclusive 
Total raw food cost during same period $124,232.92 


Quantity of food served per patient during July, 
36: 


Potatoes, Ibs. ..... 10.1 
Beans: Is. ... . o0:6 2.0 
Coffee, Ibs 1.0 
i ee 0.64 
Evap. peaches, lbs. 0.75 
Prone, Ga. .....: 0.25 
Cereal, Ibs. ...... 2.5 


Fresh tomatoes, lbs. 6.0 
Oleo, Ibs. 
Syrup, gal. 

| ere 4.0 
Eggs, only 

A 2.6 
S| 5.0 
Pork, lbs. 


Raw food cost per meal 


Hospital “B” 
(County hospital—middlewest ) 


Meals served during 1935 1,137,997.00 
Total raw food cost for the same pe- 


Raw food cost per meal...............00- 0.0772 


Hospital “C” 


(State hospital—south) 

Quantity of food served per patient during year 
ending Sept. 30, 1935: 
Dry salt meat, Ibs... Fresh beef, lbs 
Rice, lbs. 
Compound lard, Ibs. Meal, Ibs. 
Coffee, Ibs. Flour, Ibs. 

Raw food cost per meal for year ending 

September 30, 1935 


Hospital “D” 


(County hospital—middlewest ) 
Daily per capita food consumption, average for 
months of : 
January, February, March 
1935 1936 


Milk and cream 26.20 oz. 
Meat : ; 4.28 oz. 
Cereals 9.33 oz. 
Vegetables and fruits 37.53 oz. 
ae : M 1.32 oz. 

NOTE: All weights figured as purchased, except 
meat, which has 49% deducted for waste; and fresh 
fruits and vegetables, which have 18% deducted for 
waste. 


100 


Raw food cost per meal— 
January, 1936 
February, 1936 
March, 1936 


Hospital “E” 


(Private hospital—west coast) 
Per capita cost per meal‘ served : 
1934 


Fresh meat I $0.022 
Fresh fish 3 .003 
.010 
005 
005 


$0.045 

014 

i .007 

Fresh fruits and vegetables. .017 018 
Other, including canned 

goods .080 071 

Raw food cost per meal.$0.160 $0.154 


Hospital “F’ 


(Non-profit—eastern metropolitan) 
For the year 1935: 
Meat, fish and poultry $18,049.01 
Fruits and vegetables 
Milk, cream and cheese 
Butter and eggs 
Groceries 





Total food costs 
Total meals served 


Hospital “G” 


(Non-profit—eastern rural ) 
Meals served, December, 1935, to August, 
1936, inclusive 
Total food cost during same period 


Raw food cost per meal 
Hospital “H” 


(State hospital—middlewest ) 
Meals served, July 1, 1935, to July 1, 1936.2,338,555 
Total food cost during same period. .. .$114,887.18 
Quantities of food consumed : 

Flour, bbls. 

Sugar, re rene emcee te ee 89,736 
eA SCE RM sca do ee iw ee won LE 44,210 
Cheese, Ibs. 3,787 
ME Rs Ga oh cecsbsver ts 0s bpveuwnnne ns 22,123 
SN SL oie ca Eres dMew nena 21,175 
a PEE EET Tree Ter rer eee 969,600 
Potatoes, bushels 10,024 
| Ry Se Pere Pre re 8,592 


Raw food cost per meal 
(Compiled Nov. 2, 1936) 
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Wholesale Production of Ice Cream 
by the Hospital 


WILLIAM S. McNARY 


Business Manager, Colorado General Hospital, Denver, 


-.. USE of so-called counter freezer in in- 
stitutions as well as in retail establishments is be- 
coming more general. The counter freezer seems to 
be replacing the old type brine and motor driven ice 
freezers for a number of reasons. Generally speak- 
ing, it is more compact, neater, better looking, 
quicker, and turns out a much better product at a 
somewhat lower cost. Approximately 9,000 counter 
freezers are now in use in stores and institution 
throughout the United States. 


These counter freezers may be purchased in a 
variety of styles at prices ranging from around $900 
up. Before writing this paper, I obtained up-to-date 
prices on various models of one particular make. 
Some of these prices are as follows. The size of 
the freezer in each case indicates the amount of fin- 
ished product available in one operation: 


A 2'%-gallon freezer with remote com- 
pressor and no hardening cabinet but 
with a 20-gallon mix compartment 


A 5-gallon freezer with a self contained 
compressor but without a mix compart- 


1,040.00 


A 2'%-gallon freezer with a 40-gallon hard- 
ening cabinet and a 15-gallon mix com- 
partment with built-in compressor 


1,065.00 


A 5-gallon freezer with a 20-gallon mix 
compartment and a 60-gallon hardening 
cabinet complete with built-in com- 
pressor 


Installing and Maintaining a Freezer 


Floor space of from 3x4-ft. to 4x10-ft. is neces- 
sary for the installation of a counter freezer. It 
may be located in the main kitchen or in some other 
room near the main kitchen, where it can be oper- 
ated by one of the cooks or other competent dietary 
employee. 


Upkeep of this type of freezer should be com- 
paratively low. I am really familiar with the prod- 
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uct of only one manufacturer but I understand there 
are two or three good companies making the so- 
called counter freezer. My recommendation would 
be to purchase your equipment from the firm you 
feel is most reliable and best equipped to render 
adequate service wherever you may be located. Your 
hospital engineering department can make routine 
inspection for gas leaks, check the circulation in the 
coils, make sure the motor is operating satisfac- 
torily, etc. It may be wise to employ a refrigerating 
concern to check the compressor at stated intervals, 
such as once a month, to make sure that there will 
be no break in service. It should be possible to 
obtain such inspection for a fee of one to two dollars 
per inspection. 


Cost of the Ice Cream 


The cost of the ice cream obtained will naturally 
vary greatly according to the cost of the mix pur- 
chased or the cost of the cream and other ingredients 
used. In general, if you can purchase 18 to 22 per 
cent cream at a price from $1 to $1.25 a gallon you 
can save money over buying ice cream at a price of 
sixty-five cents a gallon or more. The more you 
are paying for ice cream over sixty-five cents, the 
more you save by making your own. As a result, 
instead of ice cream being a relatively expensive 
dessert, at an average cost of four cents per serving, 
it will become a comparatively cheap dessert at 
around two cents per serving. 


The satisfaction that accompanies the making and 
serving of your own ice cream is the most important 
advantage. If you use the best materials obtainable, 
you should produce a product second to none and far 
superior to most commercial ice creams. Use pure 
cream. Do not attempt to use part cream and part 
whole milk, since by doing so you fail to get as 
large an overrun as you will with pure cream and 
you also get an inferior product. The same applies 
to other ingredients. A small amount of the best 
ice cream gelatine is necessary. High grade vanilla 
and other flavors, fresh fruits, and high quality 


December, 1936 : 101 





The Ice Cream Freezer 


syrup and nut products are available from a number 
of good firms. If you will follow these general 
recommendations your patients and employees will 
enjoy your ice cream more than any other dessert 
you can serve. If you serve five gallons of com- 
mercial ice cream per day now and decide to install 
your own counter freezer, be prepared to serve ten 
gallons a day of your own manufacture. 


The above remarks have been of a general nature. 
I will now give you some specific information re- 
garding ice cream production in my own institution. 
We purchased our counter freezer late in the year 
1931. We serve over 50,000 meals per month to 
patients and employees in our two hospitals and to 
our medical students and faculty. Up until this 
summer, a period of somewhat less than five years, 
our maintenance costs were very low. A consider- 
able portion of this time we employed a refrigerating 
firm to make a monthly check on the equipment and 
we maintained an unbroken production record of 
400 gallons a month or more during practically all 
that period. This past summer we experienced me- 
chanical trouble with both the freezer and the com- 
pressor. The former was taken care of promptly 
but we were not so fortunate as regards the trouble 
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with the compressor and were forced to spend some- 
thing over $100 getting it in shape again. Anything 
of a mechanical nature requires repairs from time 
to time and these must be expected after equipment 
has been in use several years. 


Commercial mixes may be purchased, but we have 
developed our own mixes and have always felt they 
were better than anything we could buy. A good 
steam kettle and an intelligent dietitian who is will- 
ing to spend some time experimenting are all the 
factors necessary in the development and production 
of a satisfactory mix. I am sure your hospitals 
have both of these. We find, by using high quality 
ingredients as outlined above, that we are able to 
obtain an average overrun of at least 100 per cent. 
Straight vanilla ice cream and most of the fancy ice 
creams give an overrun of just about an even 100 
per cent. That is, by putting in 2% gallons of mix 
we are able to draw off 5 gallons of ice cream. 
Sherbets average only about 80 per cent overrun 
and it is, of course, necessary to use whole milk to 
obtain this. We use no water or skim milk in our 
sherbets. Fresh fruit ice cream, such as strawberry 
or peach, will yield nearly 120 per cent overrun. 


We paid considerably more for our equipment 
than the present replacement cost would be. How- 
ever, it more than paid for itself in the first year of 
operation. Our present costs, which are somewhat 
higher than they were at that time, due to an in- 
crease in the price of cream a year ago, are about as 
follows: 

Per Gallon 
Plain vanilla 
Caramel 
Fresh strawberry 
Pineapple 
Butter pecan 


And others in proportion. None higher than 58 
cents and the general average close to 50 cents. 
These figures are for costs of materials only. We 
have never employed extra help for this work. 


Our consumption jumped from less than 250 gal- 
lons to well over 400 gallons per month shortly after 
we purchased our freezer, The quality of our ice 
cream is, in my opinion, equaled by only one local 
caterer, whose product commands a fancy price, and 
practically the only complaints received regarding 
our desserts come when ice cream is omitted from 
the menu. 


To sum up in a very few words—we are great 
boosters for institutional ice cream production and 
believe every institution large enough to justify the 
necessary outlay should purchase a satisfactory 
freezer and serve real ice cream to its patients and 
personnel. 
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Educational Opportunities for Student 
Nurses in the Out-Patient Department 


RHODA F. REDDIG, R.N., B. S. 
Instructor, Vanderbilt Clinic, Columbia Presbyterian Medical Center, New York City 


Sooo HAVE SHOWN that there are in- 
numerable opportunities in an out-patient department 
for the education of the student nurse. More and 
more this phase of student experience is being dis- 
cussed as a valuable background for helping the 
students to more fully appreciate nursing and health 
service in the family and community. 


You all probably know about the study of the out- 
patient department in the education of the nurse 
made by Louise Knapp at Vanderbilt Clinic under 
the auspices, of the subcommittee on Nursing in the 
Out-Patient Department of the National League of 
Nursing Education. This experiment was begun 
June, 1928, and continued until July, 1931. We 
have endeavored since that time to carry on the work 
and recommendations of this study. 


In the new tentative curriculum program, as set 
up by the National League of Nursing Education, 
there is a section on Nursing and Family Health 
Service. This part of the program is being de- 
veloped through the use of the out-patient depart- 
ment and the visiting nurse service, or a combination 
of both, depending upon the particular situation of 
the school and hospital in the community. The com- 
mittees working on the new program feel very 
definitely that every effort should be made to bring 
to the student nurse’s attention everything possible 
in connection with health conservation and the pre- 
vention of disease—for they are inherent in the 
whole concept of nursing and should be a part of 
the student’s preparation from the beginning. New 
demands are being made by the public to graduate 
nurses in the field of health work, so any experience 
she can receive, especially in connection with the 
ambulatory care, should be most helpful. 


Student Nurses at Vanderbilt Clinic 
Student nurses come to Vanderbilt Clinic from 
the Presbyterian Hospital School of Nursing for an 
eight week period. This block period in the second 
year of the course is aside from their clinic experi- 
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ence in the specialties of obstetrics and pediatrics 
which they receive in the same department but con- 
current with ward experience. The various clinics 
have been analyzed as to their educational value to 
the student, and only those clinics have been selected 
for their work which offer the best special experi- 
ence. The students receive work in approximately 
six clinics—their program being planned on an alter- 
nate day assignment, which varies the type of work 
considerably over a period of time. For example: 


First Four Weeks: 5 
Monday, Wednesday, Friday mornings in special 
Medical Clinics 
Afternoons in Ear, Nose and Throat Clinic 
Tuesday, Thursday, Saturday—full day in the 
Admitting Clinic 


Second four weeks: 
Monday, Wednesday, Friday—full day in Emer- 
gency and Operating Room Department 
Tuesday, Thursday, Saturday mornings in 
Fracture Clinic 


Afternoons in Children’s Surgical Clinic 


In the teaching of students in the clinic situation, 
there are several points which we try to have them 
appreciate and carry away: 


1. That the patient is an individual member of 
the family and the community, and should be treated 
as such. Patients are to be considered as human 
beings and their needs and wishes should always be 
observed. We are most anxious not to have patients 
leave us with “trampled spirits,’ or to agree with 
the person who described a clinic nursing service as 
one where “suddenly a nurse stuck a thermometer 
between my lips and.took my pulse.” The nurses 
approach, therefore, to the patient should always be 
one of due consideration. 


2. That social and economic problems may be 
caused or increased by a disability. Just because a 
patient has been known to the clinic for a period of 
time does not mean that everything in the patient’s 
total situation shows as much improvement as the 
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broken arm. Many patients would more than wel- 
come inquiry into conditions other than their definite 
complaint. In the appreciation of this, the nurse may 
be able to understand better the work of the regis- 
trars and social workers in the clinic as well as to 
give more understanding care to the patient. 


3. That the out-patient department is an impor- 
tant unit of the hospital. It has a definite organiza- 
tion, and this in part should be learned by the student 
in order that she may become during her time, an 
efficient worker within the group. 


4. That the out-patient department has a definite 
responsibility in the community through the caring 
for the sick and the cooperation with other agencies, 
individuals, and institutions. 


5. That the nurse is taught responsibility in the 
function of interpreter of the physician’s advice. 
This may be in connection with home treatment such 
as hot soaks, poultices, or medication; it may have 
to do with the return of the patient at some other 
time for treatment; or it may be the responsibility 
of receiving the consent of the patient for the im- 
mediate plans for care made by the doctor. 


The teaching responsibilities of the student should 
be within the range of her knowledge and experience. 
She should observe all she can in connection with 
the teaching of ambulatory patients, and understand 
the problems encountered in this work. She should 
know that with the lack or incorrectness of teaching, 
the good work done by the hospital and clinic is 
wasted. 


The student’s practical instruction goes on con- 
tinuously during her time in the clinic. The head 
nurses in the various clinics are responsible for teach- 
ing the students the set-up, procedures, and the care 
of the patient in her department. Routine work has 
been kept at a premium, for in an out-patient de- 
partment too much time can be spent with routine— 
with the result of very little gain in real knowledge 
and experience in the special field. Manuals have 
been made for the clinics for use as reference, and 
these contain the details in the set-up, methods of 
handling charts and x-rays, preparation of patients 
for examination, outlines of special procedures, and 
a reference list. There is also included a list of 
pertinent questions the student is expected to answer 
orally to the head nurse after a few days of experi- 
ence and instruction. 


The instructor holds conferences with the student 
group in which she tries to present practical situa- 
tions for the students to consider and discuss. At- 
tention is called from time to time to special pro- 
cedures peculiar to the clinic situations and other 
details of practical work. 
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Case Studies 


Two case studies are required from each student 
during her service. These are used as a definite 
teaching method in an effort to try from this ex- 
perience to have the students consider the patients 
as a whole in the picture as it is known to the clinic. 
No definite outline is used for these studies, but 
several main points are suggested, such as a com- 
plete identification of the individual at the beginning. 
In this, it is expected that the student will bring to- 
gether information as to age, nationality, and occupa- 
tion. These facts should be referred to when de- 
veloping the later picture of the patient. The home 
address is important and it should raise many ques- 
tions in the mind of the student as to why the patient 
is receiving care at the clinic. If the address is far 
distant, what is the medical interest rating, or how 
was the patient originally referred to us for care? 
The social service history and diagnosis should be 
noted and information given as to the patient’s 
identification with other agencies and institutions. 
It is important for them to consider whether or not 
the social picture complicates the medical care of 
the patient, and if so, what is being done about 
it. The medical history as presented should only 


- be pertinent to the patient’s situation at the time the 


study was made. What was the nursing care of the 
patient? This information may vary from assisting 
with doctors’ treatments to nursing procedures or 
guidance and instruction to the patient. The health 
aspects with consideration of the possible prevention 
of the existing condition should also be mentioned. 
The head nurses read the case studies written by 
the students in her department before they are given 
to the instructor for correction. The head nurses 
are thoroughly interested and cooperative in this 
activity. 
Records 

Experience records are kept by the students. 
Sheets have been set up for each clinic asking for 
information as to the total number of patients seen, 
and the checking of a list of procedures and activities 
that generally present themselves in that clinic. There 
is also space for a list of conferences, demonstrations, 
and supervised experience. The head nurses also 
assist in checking these records which are used to 
guide student work and to realizé the progress of 
each one. A summary of these records is included 
in the student’s permanent record in the school. 


Experience Enriched by Excursions and Visits 
to Various Agencies 
Excursions are arranged for the group with the 
Henry Street Visiting Nurse Service which has a 
district office in the clinic building. The work of 
this organization is explained by the instructor and 
the students are told about certain points for observa- 
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tion. A written report is required. This is reviewed 
with the student and then it is sent to the visiting 
staff nurse who assisted with the observation. 

Also during their time in the clinic service, the 
students are sent out to visit various communal 
agencies such as the Altro work shops, Institute for 
the Crippled and Disabled, and the Lighthouse for 
the Blind. 

Such a program would not be possible without 
the cooperation of the entire nursing staff and in 
fact all the workers in the out-patient department. 
We hope that after this phase of their work, that the 
students will have a more definite attitude and more 


compiete information in regard to health and the 
prevention of disease as it presents itself in the back- 
ground of the patients coming to the clinic for care. 
The assignment cited here is one for a large organi- 
zation, but its principies should be applicable to any 
clinic. Every out-patient department has oppor- 
tunities for education which should be intelligently 
developed. It is often a temptation to consider stu- 
dents merely as a pair of hands in a machine. In 
reality, they can be definite factors, with guidance, in 
contributing to the understanding and bettering of 
human relations—and is that not what the com- 
munity is asking of its nurses? 








Voluntary Hospitals and Their Future 


British voluntary hospitals are confronted with 
many problems similar to those which hospitals in 
North America are trying to solve. It is interesting 
to read the address before the Incorporated Asso- 
ciation of Hospitals, at their Annual Conference in 
Harrogate, printed in the November issue of The 
’ Hospital, -and delivered by the Rt. Hon. Arthur 
Greenwood, M.P., who says in part: 

“The problem of the future of voluntary hospitals 
is one which I gather is a perennial problem with you 
as it is with all people who are concerned with the 
future of our health services. No words can be too 
generous in describing the enormous part which the 
voluntary hospitals of this country have played not 
merely in the institutional treatment of disease but 
also in expanding the bounds of medical and surgi- 
cal knowledge, and I am not referring merely to the 
hospitals attached to the medical schools but to a 
very large number of voluntary hospitals who have 
been pioneers in new methods of medical treatment. 
They have been at work before the days in which 
there were any other similar institution to take their 
place. They have an honored past and they are 
having now a very difficult present and the reason of 
course is not far to seek. It is not that people are 
less generous than they used to be, but it is there 
are more calls made upon the benevolent instincts of 
people than there used to be, and hospitals are now 
finding it very difficult to raise money which is 
needed for new capital expenditure. The demands 
of the hospitals grow year by year. In so far as it 
is due to people now desiring earlier treatment that 
is all to the good, but it is not merely increasing de- 
mands made upon them, it is that hospital equipment 
seems to become ever more and more costly.” 

“Therefore one feels that the voluntary hospitals 
have arrived at a very difficult time in their history. 
I do not suppose that in any previous time has there 
been so many appeals from hospitals as there are 
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nowadays. They have also in recent years met new 
competitors. They find themselves in a world where 
local government has developed and has provided in- 
stitutions of various kinds as part of the health 
services.” 

“The fact of granting the money ought to be re- 
garded as an earnest of their intentions, to help to 
keep them alive, but if that money is forthcoming 
there must be conditions which I think can always 
be agreed between reasonable people, and if the 
voluntary hospitals would be prepared for coopera- 
tion on these lines I think they would be relieved of 
many of their financial embarrassments. Their minds 
would be free for their real work and I do not think 
in fact they would lose anything that matters very 
much. I cannot conceive every voluntary hospital 
being run from Whitehall. I cannot see great cities 
like Leeds, wanting to get their maw on every volun- 
tary institution in the city, because they have got suf- 
ficient trouble on their plates without them. I there- 
fore do not fear domination, but if there is to be 
public assistance it must be done on the basis of 
frank and honest cooperation, and there ought to be 
no jealousy as between the voluntary hospitals and 
the publicly provided hospitals. As time goes on 
and we begin to knit together our hospital provi- 
sion we shall need every bed we have. Indeed, we 
need more beds than we have at the present time, 
but the more we can unify the system the greater 
the possibility is of so reorganizing your hospital to 
meet the needs of the day. I am quite satisfied that 
in the future we shall have to have hospitals operat- 
ing over a fairly considerable region, we shall have 
municipal hospitals, we shall have voluntary hospi- 
tals, some general and some specialized, but we shall 
have to add that process of coordination, real contact 
to make our hospital services effective, and that 
can come only by putting all our hospital provision 
into the pool as part of a real hospital policy.” 
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Of Special Interest to the Buyer 


WE RAN INTO a most interesting “profession” 
which we did not fully appreciate until we actually 
saw the work in operation. Over in Brooklyn there’s 
a firm by the name of Edward A. Weck & Com- 
pany. They will take your worn, rusty, dull and 
out-of-adjustment surgical instruments, put them 
through twenty-two different processes and return 
them like new, all Crodon chromium plated and 
reborn to a new life of service. Each process is in 
the hands of an expert workman who has followed 
his profession for years. They are very proud of 
their craftsmanship and give you a triple guarantee 
of their service. They concentrate upon this activity 
and with specialized skill and unusual: machines are 
able to get results which they unqualifiedly claim 
will astonish you. 


A NEW REVIEW published monthly has en- 
gaged our interest. It is a carefully edited little 
book of especial interest to the medical profession. 
Starting with October, Hoffmann-LaRoche Com- 
pany have put into circulation The Roche Review 
which contains specialized information mostly about 
the application of their scientific preparations. Ob- 
viously they are stressing the value of the informa- 
tion rather than advertising their own products. 
There is a nice balance between the two, a restraint 
which professional men will appreciate. It is a con- 
structive job and will interest the hospital pharma- 
cist. 


YOU WILL SOON HEAR about a new electric 
homogenizer made by International Emulsifiers, 
Inc., for use in the kitchen and in the pharmacy. The 
old way of rotating the pestle furiously and using a 
lot of elbow grease to achieve an emulsion is passé. 
Here is a machine run by electricity which homoge- 
nizes and emulsifies in one operation. It is “a quiet 
simple machine which takes most of ‘the uncertain- 
ties and grief out of emulsion-making, at the same 
time turning out a vastly superior product in appear- 
ance and consistency,” according to O. U. Sisson, 
Chairman, U. S. P. and N. F. committee. As a buyer 
for your hospital you will be interested to know that 
for pharmacy use there is a small one cylinder hand 
machine for use with ten ounce quantities, a two 
cylinder unit which has a two quart bowl. The elec- 


trical units have a bowl eapacity of from six quarts 
up. 


EVERY ONCE IN A WHILE an inventive 
mind goes to work on a simple every day problem 
and does what makes everyone say “How simple! 
Why didn’t someone think of that before?’ That 
no doubt is what you will think when you see the 
Cradle Nursing Bottle introduced by the American 
Hospital Supply Corporation. By the simple con- 
trivance of patented grooves in the neck of the bot- 
tle, air is permitted to flow under the nipple and into 
the bottle preventing nipple collapse. President F. G. 
McGaw, in his announcement to the hospital and 
medical profession, presents abundant evidence of 
the widespread approval of this nurser. The advan- 
tages are summed up in nine major features all of 
which make for the kind of efficiency which results 
from simplicity. 


SOME TIME AGO we heard from Steadman 
Rubber Flooring Company (which, by the way, is 
now owned by Armstrong Cork Company), who 
reported that they were having considerable success 
with a reinforced rubber tile only % of an inch 
thick. They claim it brings the price of rubber tile 
flooring down to the level where it will engage the 
interest of superintendents and architects who be- 
cause of budgets have been forced to sidestep rubber 
tile. They have made installations in hospitals all 
over the country. If you are planning to do your 
floors over you might find an answer to your prob- 
lems by calling upon them. 


THIS MATTER OF PAY ROLLS, especially 
with the Social Security laws going into effect, has 
given an opportunity to the Burroughs Adding Ma- 
chine Company to demonstrate their ability to sim- 
plify existing methods. They tell us they can show 
you that with one set of forms your bookkeeping 
department can write check (or envelope), em- 
ployees statement, earnings record and payroll sheet 
—all in one operation. New conditions arising bring 
new problems which can become complicated. Bur- 
roughs has published a folder—Form 7067—which 
you may find especially helpful at this time. They 
will be glad to send you one. 


) 
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Sodium lodide Mallinckrodt. 


Pyelograms with 12% of sodium iodide are 
still a routine procedure in a number of 
clinics. .. . Mallinckrodt Sodium Iodide 
U.S.P. is unsurpassed for purity and fine- 
ness. It is made under precise laboratory 
control under the supervision of master 
craftsmen. Specify M. C. W. for a Sodium 
Iodide which gives sharper X-rays. 


Barium Sulphate Mallinckrodt 


M. C. W. Barium Sulphate is the highest grade 
attainable. Its dark, heavy, clean-cut shadows 
highlight even the minute details of the gas- 
tro-intestinal system. Its rare smoothness, due 
to the precipitation method of manufacture, 
means quick elimination and never any rough 
particles to injure delicate gastric walls. 


lodeikon is the pure sodium tetraiodo- 
phenolphthalein, which has proven so univer- 
sally successful for gall bladder visualization. 
This salt, first introduced by Mallinckrodt in 
1924, is now officially U.S.P. 


Hippuran-sodium orthoiodohippurate (Hippuran Mallin- 
ckrodt) gives excellent pyelograms with a minimum of reaction. 
Effective and economical. 


lso-lodeikon (Mallinckrodt) is the isomer of Iodeikon. 
Used intravenously for double functional tests. 
For satisfactory diagnosis, use the Mallinckrodt 


X-ray media... . Literature upon request. 
(yj 
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Legal Decisions of Interest to Hospitals 


T HIS IS THE FIFTH of a series of notes upon 
court decisions in the several states, which affect 
hospitals or where the hospital was a party to the 
litigation. 


Florida 


Pensacola Sanitarium v. Wilkins, 67 So. 124 
(Fla.), (1914)—Negligence. This was an action 
for damages based upon the negligence of the 
sanitarium’s employee in leaving a hot water bot- 
tle in the plaintiff’s bed, thereby burning his leg. 


In holding the sanitarium liable, the court also 
held that since the damages were claimed as a result 
of the negligence of a nurse who was an employee of 
a private corporation, which had been organized for 
profit, it was proper to exclude evidence as to the 
competency of the nurse, and that it was also proper 
for the lower court to refuse to give an instruction 
dealing with the care used by the sanitarium in select- 
ing nurses. 


Such decision is in accord with a number of cases 
which hold that where a private corporation is a de- 
fendant, the test of liability is the same as for any 
other private corporation; namely, whether the em- 
ployee of the corporation exercised ordinary care 
for the safety of the patient at the time when the 
alleged injury took place. In such cases it matters 
not that the corporation exercised due care in em- 
ploying her if she herself was negligent in doing the 
act complained of. However, where a charitable 
corporation defends, the rule is different. There, 
evidence may be offered to show that the corporate 
authorities had exercised due care in selecting a com- 
petent employee, and further, that they had exer- 
cised due care in retaining that employee. 


Wagner v. East Coast Hospital Association, 
et al, 141 So. 743 (Fla.), (1932).—Negligence.— 
Wrongful Death of Child. The father of a six- 
months’ old child brought an action for the 
wrongful death of the infant, caused by burns 
from a hot water bottle. The defendant was a 
corporation organized and operated for profit. 


In the lower court a verdict was directed in favor 
of the defendant, and a judgment was entered upon 
the verdict. This judgment was reversed upon ap- 
peal, the ground of reversal being that the question 
whether the burns contributed or hastened the death 
of the infant was a question of fact for the jury. 
Thus, the action of the lower court was clearly eron- 
eous, for by directing the jury to find in favor of the 
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defendant, the court deprived the jury of the right 
to say whether the evidence showed that the burns 
had caused the death of the infant. 


Parrish v. Clark et ux, 145 So. 848 (Fla.), 
(1933).—Negligence. Clark and his wife were 
plaintiffs in the lower court, and they recovered 
judgments totaling $3,000 against Mary E. Par- 
rish, doing business under the name of Victoria 
Hospital. With some modifications these judg- 
ments were affirmed. 


The negligence relied upon was that of a nurse 
employed by defendant, in administering a saline 
solution to the patient while the latter was uncon- 
scious. The injection of the saline solution was by 
way of the breasts, the tissues of which were de- 
stroyed. 


With regard to the evidence, it showed that the 
nurse noticed that the injection was not being ab- 
sorbed as it should have been. At this point she 
had administered 50 C.C.’s of the solution. How- 
ever, she continued, and injected 650 C.C.’s. The 
nurse testified that she did not call in a doctor to 
advise her as to what further should be done. 


Of the duty of nurse and employer the court said: 
“This corollary duty (of the nurse) was breached 
in that she neither desisted from what she was doing 
after she admits that she noticed its injurious reac- 
tion, nor called in nor attempted to call in a physician 
to tell her what was wrong and rectify the course of 
the treatment that was being attempted. For this 
breach of duty, whether done in good faith or not, 
and regardless of the competency of the nurse, nor 
the care used by the hospital in employing her, the 
hospital is legally liable, because its duty was to prop- 
erly nurse and care for its unconscious patients and 
not cause them personal injuries by the continuance 
of a course of handling which was obviously having 
a deleterious reaction on the person of the patient!” 


Georgia 


Markham v. Howell, 33 Ga. 508 (1863).—In- 
junctive Relief—Nuisance. Here a bill in equity 
was brought against certain justices of inferior courts 
which had been empowered by the legislature to 
establish small-pox hospitals. The bill was grounded 
upon the fact that private property had been wrong- 
fully impressed to support the hospitals. The court 
held in favor of the petitioners on the ground that 
the authorizations of the legislature did not carry 
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SPEND I6 DAYS IN... 


VERY lot of Armour’s New Process 

Ligatures is held for 16 days after it 

is packed and ready for distribution. 
These days are spent in final tests to make 
sure the sutures are right in every way. 
They are tested for these five qualities: 


1. Tensile strength 
2. Breaking strength 
3. Chromium content 
4. Gauge 

5. Sterility 


You would be amazed at the lengths to 
which we go in our new laboratories to 
insure absolute sterility. And before dis- 
tribution we not only make careful ster- 


ARMOURS NEW PROCESS LIGATURES 





ility tests of large samples from 

each lot of sutures in our own labor- 
atories, but we have other samples 
checked by one of the best independent 
laboratories in the country. 

EVERY SUTURE MUST BE FOUND 
STERILE OR THE ENTIRE LOT IS 
DESTROYED ...and, of course, they must 
pass the other tests, too. 

But we don’t stop here... We actually 
buy samples of our own sutures on the 
open market and give them the-same care- 
ful examination! . .. That's why we say, 


You Can Feel Perfectly Secure With 
Armour’s New Process Ligatures 
and Sutures 


Note: On request, we will gladly send surgeons a new booklet describing the entire 
method of making Armour’s New Process Ligatures and Sutures, : 


THE ARMOUR LABORATORIES 


December, 1936 


U.S.Y. CHICAGO 





ARMOUR’S Mew Process 
SURGICAL LIGATURES 


60-In. Plain and Chromic 


Boilable and Non-Boilable 
10, 20, 30, and 40 day 
Sizes 000, 00, 0, 1, 2, 3,4 


20-Ineh Plain Boilable 
Sizes 000 to 4 


Chromie Boilable 
10, 20, 30 day—Sizes 000 to 4 


New — Armour’'s Sutures on Non- 
Traumatic Eyeless Needles 








with it the power to impress the private property of 
citizens for the purposes named in the bill. 


Plant System Relief & Hospital Department v. 
Dickerson, 118 Ga. 647, 45 S. E. 483 (1903).— 
Negligence. Dickerson sued for damages al- 
legedly incurred by him as a result of the gross negli- 
gence of the physicians and surgeons in charge of 
defendant hospital, which was maintained by a num- 
ber of railway companies. 


The rule which controls in actions against organi- 
zations of this kind requires that the plaintiff must 
allege and prove that the hospital authorities had not 
used due care in the selection of the persons whose 
negligence caused the injury. Here, the plaintiff 
failed to so allege and prove, with the result that his 
case was lost. 


Medical College of Georgia v. Rushing, 1 Ga. 
App. 468, 57 S. E. 1083 (1907).—Negligence. 
Plaintiff recovered a judgment for damages based 
upon mental pain and suffering caused by the mutila- 
tion of the corpse of his wife at the hands of de- 
fendant Medical College. The judgment was af- 
firmed. 


With respect to the right of possession of the 
body, the court held that such right was in the hus- 
band, and that an autopsy performed without his 
consent would amount to a trespass which would sup- 
port an action for damages. Further, it was held 
that the defendant college was not a state institu- 
tion, and that since it conducted a hospital for profit, 
it would be liable for an autopsy performed without 
consent. 


The decision of the court indicated that the de- 
fendant would be liable under the facts of the case 
even though it had not been compensated for board 
and treatment. Of more importance was the de- 
cision of the court that public eleemosynary institu- 
tions are liable for the negligent acts of their agents 
the same as are private corporations, when they have 
property, or are in the receipt of income, which is 
not exclusively used for charitable purposes. Thus, 
a judgment could be satisfied out of such property 
or such income. 


Morton v. Savannah Hospital, 148 Ga. 438, 96 
S. E. 887 (1918).—Negligence. Plaintiff’s action 
was grounded upon the negligence of the defendant 
hospital. The hospital interposed a demurrer to the 
petition of plaintiff, the demurrer being sustained in 
favor of the hospital. Upon appeal this judgment 
was reversed. 


The plaintiff being a pay patient, the court held 
that such patient could recover from a charitable 
corporation, but that any judgment obtained could 
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be satisfied only from funds derived strictly from 
the income from pay patients. However, such a 
judgment might be satisfied out of trust funds of 
the corporation if the evidence showed that the cor- 
poration failed to exercise ordinary care in the selec- 
tion or retention of its officers and employees. 


Butler v. Berry School, 27 Ga. App. 560, 109 
S. E. 544 (1921).—Negligence. While this case 
does not involve a hospital, its rule is applicable to 
charitable institutions. It was here held that the 
defendant school, being a charitable corporation, 
came within the rule that charities are generally not 
liable for their negligence unless they fail to exrecise 
ordinary care in the selection or retention of their 
officers and employees. 


City of Atlanta v. Blackman Health Resort, 
Inc., 153 Ga. 499, 113 S. E. 545 (1922) —License. 
This was a proceeding to obtain a writ of mandamus 
to compel certain city officials to grant a permit to 
the Resort. It appeared that the refusal had been 
based purely upon private reasons. The court, in 
holding that the permit should have been granted, 
indicated that a refusal based upon the ground that 
members of the city council did not want the health 
resort in their own neighborhood was not a sufficient 
reason in law for the refusal, and that a permit could 
not be refused properly unless the institution was 
injurious to the public health, safety, morals, or con- 
venience. 


Jeter v. Davis-Fischer Sanitarium Co., et al, 
28 Ga. App. 708, 113 S. E. 29 (1922) —Negligence. 
The plaintiff had offered her blood for the purposes 
of transfusion, and one of the doctors connected with 
defendant institution had made an incision in her 
arm contrary to her instructions. She sued on the 
ground that defendant had been negligent in making 
the incision against her wishes. 


It was held that the plaintiff could not recover 
against the sanitarium since she had volunteered her 
services to a patient, and not to the defendant. If 
any person was liable, the court was of opinion that 
the doctor who had wrongfully made the incision 
would be liable. 


Black v. Fischer et al, 30 Ga. App. 109, 117 
S. E. 103 (1923). —Negligence. Plaintiff sued the 
named defendant and the Davis-Fischer Sanatorium 
Co. for the negligent and unskillful treatment that 
he allegedly received at the hands of L. C. Fischer, 
who was one of the principal stockholders in the 
defendant corporation. Plaintiff’s case was based 
upon the theory that Fischer was acting as an agent 
or employee of the corporation at the time of the 
alleged negligent treatment. 
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She owns the world... has a job she loves... works at i 





... makes it talk... sing . .. makes it make her happy 


For every woman, for every man in hospital work 
there is a job that he or she can love. 


For every hospital . . . there’s greater work to be 
done when all of your people are our kind of 
people, when they’re made for their jobs, when 
their jobs are made for them. 


How about yours? 


Do you have a job that you can love? or is it a 
drudge? 


Do you work at it? or are you glad when you are 
through > 


Do you make it talk? does it make you sing? does 
it make you happy >? 


It can! There’s a job somewhere for you that 
would make you feel that you “own the world”; 
probably we have it listed; for that is our business: 
to find a job for you that you'd love; to find for 
hospitals the finest people, the smartest in the land. 


Will you write? 


The MEDICAL BUREAU 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building, 
CHICAGO, ILLINOIS 
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The court held that plaintiff’s petition did not state 
a cause of action against the defendant. The fact 
that the defendant Fischer was one of the principal 
stockholders would not render the corporation liable 
for unskillful treatment rendered by the surgeon to 
one of his patients. A necessary element of the 
pleading and of the proof was lacking in the plain- 
tiff’s case—the plaintiff failed to allege and prove 
that the corporation directed and controlled defendant 
Fischer in his treatment of the patient. Further, 
there was no allegation that the surgeon was not a 
skilled surgeon. Under the weight of authority in 
this country, if a hospital undertakes to furnish medi- 


cal or surgical treatment, and employs reasonable , 


care in the selection of a physician or surgeon who 
is in good standing in his profession, it has dis- 
charged its obligation to the patient, and: cannot be 
held liable for any lack of skill on the part of the 
surgeon employed. 


Georgia Baptist Hospital v. Smith, 139 S. E. 
101 (Ga.), (1927) —Negligence. This was an ac- 
tion by a pay patient against a charitable hospital 
to recover damages for burns caused by the negli- 
gence of the hospital’s anesthetist in administering 
ether. A judgment for the plaintiff was affirmed. 


A hospital which is a charitable institution is not 
liable for any employee’s negligence unless its offi- 
cers have failed to exercise ordinary care in either 
the selection or retention of the employees. 


Here there was evidence from which the jury 
could have found that the anesthetist was incompe- 


tent, and that the hospital authorities had not exer- 
cised ordinary care in her selection. 


Lentz v. City Council of Augusta, 173 S. E. 
406 (Ga.), (1934).—Officers. Plaintiff had been 
the superintendent of the University Hospital of the 
city of Augusta. Claiming to have been improperly 
discharged, he sued for his salary from the date of 
removal to the date fixed in his notice of resignation. 


It was determined that the plaintiff was an offi- 
cer, not an employee, and that as an officer, or ap- 
pointee, he held office at the pleasure of the appoint- 
ing power, and that no formalities were necessary 
to effect his removal, inasmuch as the tenure of his 
office had not been prescribed by law. Had he been 
an employee or held an office, the term of which was 
fixed, then he could not have been discharged except 
for cause. Since he could be removed at will, he 
was held to be not entitled to recover his salary. 


Mitchell v. Executive Committee of Baptist 
Convention, 176 S. E. 669 (Ga.), (1934) —Wrong- 
ful Death. This was a suit by a wife for damages 
caused by the death of her husband allegedly as a 
result of the negligence of an orderly of the de- 
fendant. 


Again it was held by the court that the charitable 
hospital need exercise only reasonable care in the 
selection of its servants in order to absolve itself of 
their negligence. Further, it was held that where 
the patient could have avoided the consequences of 
the orderly’s negligence by the exercise of reasonable 
care on his part, and failed to do so, then there could 
be no recovery for the negligence of the orderly. 








Court Decision on Second-Hand Mattresses 


The Michigan Supreme Court, in the case of Peo- 
ple v. Dushkin, 268 N.W. 765, decided Sept. 2, 1936, 
held that “An ordinance of the City of Detroit relat- 
ing to mattresses defined ‘second-hand material’ as 
‘(1) Any material which has been used in the manu- 
facture of another article or used for any other pur- 
pose; (2) Any material made into thread, yarn, 
fabric, matting padding, or scraps of the same, and 
subsequently torn, shredded, picked apart, or other- 
wise disintegrated.’ It was also provided by the 
ordinance that ‘No person within the corporate 
limits of the City of Detroit, in making or manufac- 
turing a mattress shall use any second-hand material 


which, since last used or manufactured, shall not 


have been previously sterilized by a process approved 
by the Board of Health of the City of Detroit.’ 

“The defendant was charged with violating the 
ordinance, and on appeal from a conviction, claimed 
that the ordinance was void in prohibiting, without 
sterilization, the manufacture of mattresses which 
were not for sale in the city.” 

The Supreme Court, in its decision, held that the 
ordinance was a health measure, and that it was a 
legitimate, municipal purpose to prevent the spread 
of infectious, contagious, or other diseases among 
workers in the factory as well as the public at large. 


The Court held that the evidence justified the con- 
viction, which was affirmed. 
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am INSTITUTIONAL 
=—=FURNITURES 


A New Organization JAMES L. ANGLE 


Formerly General Manager of Stickley 
Bros. Co. specializing in institutional 


composed of executives rot 
and factory supervisors, 
long associated in the 
production of specially 
constructed wood furni- 
ture for institutions. 


® WILLIAM E. EDDY 


Formerly Secretary and Treasurer, with 
Stickley Bros. Co. for 18 years, now 
associated with the Angle Co. in a 
similar capacity. 


If you are contemplating a refurnishing program, 
whether it be for a single room, dining room, or an 
entirely new installation, by all means write us for 
complete details. You'll find that our products 
combine to an unusual degree first quality and 
prices that represent sound economy. Complete 
layouts and quotations will be gladly submitted en- 
tirely without obligation on your part. 





e JAMES L.ANGLE COMPANY| Bepestere 
udington, Michigan Formerly with Stickley Bros. Co. for 15 
years, in charge of Sales Promotion. 
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Among the Associations 
State and Province Association News 


Coming Meetings 
Nebraska Hospital Association, Omaha, Decem- 
ber 9, 1936. 


Hospital Association of Rhode Island, Woon- 
socket, December 10, 1936. 


Oklahoma State Hospital Association, Tulsa, 
December 11-12, 1936. 


National Methodist Hospitals, Homes and Dea- 
coness Association, Cincinnati, Ohio, February 17-19, 
1937, 


New England Hospital Association, Boston, Mas- 
sachusetts, February 25-27, 1937. 
Georgia Hospital Association, Atlanta, April 8-10. 


Association of Western Hospitals and the Asso- 
ciation of California Hospitals, Los Angeles, April 
12-15, 1937. 


Ohio Hospital Association, Columbus, April 13-15. 

Texas Hospital Association, Lubbock, April 23. 

Iowa Hospital Association, Dubuque, April 26-28. 

Tri-State Hospital Association (Illinois, Indiana 
and Wisconsin), Chicago, May 5-7, 1937. 
‘ Minnesota Hospital Association, Rochester, May 
13-15, 1937. 

Hospital Association of New York, New York 
City, May 20-22, 1937. 

Hospital Association of Pennsylvania, Buck Hill 
Falls, June 2-4, 1937. 

Mid-West Hospital Association, Colorado Springs, 
Colorado, June 10-11, 1937. 


Manitoba Hospital Association, Brandon, June 
24-25, 1937. 


Ontario Hospital Association, Toronto, Oct. 20-22. 


Twelfth Annual Meeting of the Colorado 
Hospital Association 


The Colorado Hospital Association met for its 
Twelfth Annual Convention at the University of 
Colorado School of Medicine and Hospitals, Den- 
ver, November 4. 

A great deal of interest was displayed in the talk by 
Dr. Vera Jones, director of Maternal and Child 
Health, Colorado Division of Public Health on, “The 
Social Security Act as It Affects Our Hospitals.” 
Dr. Jones’ paper discussed principally the care of 
crippled chlidren under the Social Security Act. 
There was considerable discussion by the members 
on this question and a general feeling of satisfaction 
was expressed on the part the trustees of the Colo- 
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rado Hospital Association played in completing ar- 
rangements with the State Board of Health regard- 
ing the rates to be paid for the care of these cases. 

Guy M. Hanner, superintendent of the Beth-El 
General Hospital, Colorado Springs, presented a 
paper on the topic, “Is There a Shortage of Graduate 
Nurses?” with a discussion by Miss Phoebe Kandel, 
Colorado State College of Education, Greeley, which 
evoked a great deal of discussion, There was a rather 
general agreement among hospital administrators 
present that there is a shortage of graduate nurses 
for general duty in hospitals, which opinion was not 
entirely shared by the nursing educators present, who 
felt that low salaries paid by many hospitals are re- 
sponsible for this shortage. 

At the close of the meeting the retiring president, 
Walter G. Christie, “handed the gavel” to the in- 
coming president, Dr. Herbert A. Black, Parkview 
Hospital, Pueblo. The other officers elected for 
the coming year are as follows: 
President-elect—William S. McNary, Business Man- 

ager of the University of Colorado School of 

Medicine and Hospitals, Denver 
First Vice President—Msgr. John R. Mulroy, Di- 

ocesan Director Catholic Charities, Denver 
Second Vice President—Mary K. Smith, Director 

of Nursing, Beth-El General Hospital, Colorado 

Springs 
Treasurer—Josephine Ballard, Director of Nursing, 

Presbyterian Hospital, Denver 
Trustee—Walter G. Christie, Presbyterian Hospital, 

Denver. 


Eleventh Annual Meeting of the West 
Virginia Hospital Association 

To the end that a greater degree of cooperation 
as between state institutions and private hospitals 
might be maintained, and in order that cooperation 
as between organized hospitalization, organized nurs- 
ing, and organized medicine might be effectuated, 
the Hospital Association of West Virginia, in its 
eleventh annual meeting at White Sulphur Springs, 
West Virginia, November 6, provided for represen- 
tation of all three groups in its official personnel for 
the new association year of 1937. 

As president, the Association elected Charles C. 
Warner, business administrator of the Mountain 
State Hospital, Charleston. Dr. K. M. Jerrell, su- 
perintendent of Pinecrest Sanitarium, a State insti- 
tution located at Beckley, West Virginia, was elected 
first vice-president. Irene Tobin, superintendent of 
nurses for Logan General hospital, Logan, and a 
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- Soap discharge 
control valve. 
. Horizontal spout 


Septisol Dispensers are approved 

by the American College of Sur- - Saees per ery 
geons. A detailed study of this See ee 
dispenser will readily convince the OR ena ents 
most skeptical of its superiority in 
design, construction, and opera- 
tion. The Septisol Dispenser dis- 
charges an exact amount of soap 
at each application of foot pres- 
sure — it can be set for maximum 
efficiency and economy. 

Septisol is a soap concentrate—to 
be mixed with four or five parts of 
water before using. In this form 
the soap gives a generous, creamy 
lather, high in lubricating and 
cleansing value, low in cost. 
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: No need to 
unscrew jar 
for filling 






Illustrated is the wall type dis- 
penser. Also available in single 
and double portable models. 
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CAPACITY TO HANDLE A 50%, INCREASE. 


ARE BEING ROUTINE. 
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member of the State Board of Examiners for 
Nurses, was elected second vice-president. T. Harvey 
McMillan, president of McMillan Hospital, Charles- 
ton, was elected treasurer. 


The Board of Trustees, with Mr. Warner as chair- 
man, Dr. Jerrell and Mr. McMillan, and Dr. E. F. 
Heiskell, superintendent of the City Hospital, Mor- 
gantown, retiring president, as members, was aug- 
mented by the reélection of Dr. H. B. Swint, Charles- 
ton, together with Dr. D..L. Hosmer, Bluefield, and 
J. Stanley Turk, Wheeling. Thus, the Board is 
likewise representative of all types of hospitals with- 
in the Association membership. 


Another progressive step was the provision for 
continuation of permanent headquarters of the Asso- 
ciation in Charleston in conjunction with the West 
Virginia State Medical Association permanent head- 
quarters. The Board of Trustees retained James 
W. Harris, Jr., as executive secretary. Mr. Harris, 
it was announced at the White Sulphur meeting, has 
also been appointed administrative assistant to the 
State Director of Public Assistance, and will act as 
liaison officer or coordinator of hospital and medical 
service programs under the State’s new public wel- 
fare program now being administered by the State 
Department of Public Assistance. 


The program for the annual meeting was given 
over to two sectional meetings during the morning, 
of the Association in procuring the passage of leg- 
islation liberalizing the Workmen’s Compensation 
Act, and new state statutes providing for the inclusion 
of hospitalization for the indigent and a program 
of physical rehabilitation of physically handicapped 
adult persons. He also admonished the members of 
the Association to recognize the imminence of State 
supervision of hospitalization, if not state licensing 
of hospitals as a result of the increased expenditure 
of public monies for support of public welfare proj- 
ects. In this connection he advised the hospital peo- 
ple to be prepared to assist in the proper study of 
the desirability of such supervisory legislation and 
subsequent administration through the medium of 
their association. 


A. W. Garnett, State Director of Public Assist- 
ance, and Ralph M. Hartman, secretary of the State 
Workmen’s Compensation Commission, were the 
guest speakers at the annual banquet, closing feature 
of the eleventh annual meeting. Both praised the 
Hospital Association as a medium through which 
they were best able to contact the hospitals and ob- 
tain a solidified opinion on matters in which their 
departments were most concerned. 

The selection of a date and site for the 1937 an- 
nual meeting of the Hospital Association of West 
Virginia was delegated to the association Board of 
Trustees. 


British Columbia Hospitals Meeting 
Considers Vital Topics 


Many important subjects were under considera- 
tion at the recent convention, its nineteenth, held 
November 11-13, and, as usual, in Victoria. This 
Association always has a representative attendance, 
assured by the system of pooling expenses for dele- 
gates, and is unusually fortunate in the facilities at 
the Empress Hotel, where delegates convene in 
Chesterfields, and the debates, in the afternoons at 
least, are tempered with nearby chamber-music. 


In his presidential address, E. W. Neel of Dun- 
can referred to the recently enacted health in- 
surance measures, and assured the government of 
the support of the hospitals. Appreciation of the 
work of the Canadian Hospital Council and con- 
tinuation of its support were also emphasized. 
Among the contributors to the three-day program 
were Dr. A. L. Crease, Provincial Psychiatrist, who 
discussed the various common types of mental 
change, particularly the various complexes and de- 
lusions; Dr. S. C. Peterson, Provincial Director of 
Venereal Disease Control, who considered the 
venereal program of the provincial government, and 
E. S. Robinson, Librarian of the Vancouver Pub- 
lic Library, who discussed the necessity of direct- 
ing the reading of hospital patients, and urged 
the appointment of a committee to consider methods 
of co-operation with the provincial library associa- 
tion to obtain better library facilities, Dr. H. S. 
Stalker, assistant superintendent of the Vancouver 
General Hospital, described his many observations 
gained at the recent Cleveland meeting of the Amer- 
ican Hospital Association. Mrs. A. C. Wilkes of 
Vancouver reviewed the year’s work among the 
hospital auxiliaries. 


Luncheon speakers were Hon. Geo. M. Weir, 
Minister of Health, who outlined the progressive 
health activities of his department, and Dr. Harvey 
Agnew of the Department of Hosptial Service of 
the Canadian Medical Association, who reviewed 
some of the more vital trends in present-day hospital 
policies. The luncheon was provided by the two Vic- 
toria hospitals. The Round Table, which lasted one 
entire morning session, was directed by Dr. M. T. 
MacEachern of the American College of Surgeons. 


The relationship of the hospitals to the forthcom- 
ing health insurance measures was clarified by Dr. 
Allon Peebles, chairman of the State Health Com- 
mission, and Dr. H. M. Cassidy, Director of Social 
Welfare. Assurance was given that hospital re- 
muneration and grants would be adequate. After 
discussion, the convention adopted a resolution con- 
firming its support of the government measure. 
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THERMOMETER 
IS 


THEREFORE 
TOUGHER 


One Tempgiass Outlasts 
Two Ordinary Thermometers 





F course you can answer that ques- 

tion — Tempglass! An established 
formula for reducing thermometer 
costs! But cost is not the only important 
factor to consider, An inaccurate ther- 
mometer may be worse than none. The 
hard shaker is a constant aggravation. 
The retreater is dangerous. The easy 
shaker is an incipient retreater. 


Tempglass Thermometers are guaran- 
teed accurate and dependable. There 
are no hard shakers, easy shakers or 
retreaters. Every Tempglass Thermom- 
eter meets ALL requirements of every 
state’s testing regulations and conforms 
to ALL specifications of the Bureau of 
Standards. Fine, scientific instruments 
that actually cost less to use than ordi- 
nary thermometers! No wonder hospi- 
tals, that have made the Tempglass Test, 
are specifying — “Tempglass Only.” 


TEMPGLASS 


Prices: 
Per Dozen Per Gross 
No. 1 Standard Cylinder Bulb $6.50 $72.00 
No. 2 Snub Nose Bulb 6.50 72.00 
No. 3 Pear Bulb Rectal 6.50 72.00 





Cannot rust, corrode nor 
tarnish. Razor sharp 
points. Fit all Luer type 
syringes. Each in cello- 
phane envelope to pro- 
tect it. 12 of size to box. 
Prices from $1.25 to $2 

per dozen. EASY TO HANDLE 





FAICHNEY INSTRUMENT CORP. 


WATERTOWN, NEW YORK 


Owing to the difficulties of endeavoring to create 
a Canadian market for British X-ray equipment, the 
with one devoted to problems of the business man- 
agers and the other devoted to nursing problems. 
Discussion of the State’s new public welfare pro- 
gram by the executive secretary and legislative rep- 
resentative, and discussion of collection and account- 
ing procedure by Mr. Turk of Wheeling, featured 
the administrators’ section. Mrs. Andrew Wilson, 
secretary of the State Board of Examiners for 
Nurses, and Dr. H. L. Goodman, Ronceverte, super- 
intendent of the Greenbrier Valley Hospital of that 
city, were the principal speakers for the nurses’ sec- 
tional meeting. 

The President’s annual message, read by Dr. E. F. 
Heiskell, retiring president, featured the afternoon 
session. Dr. Heiskell recited the gains made by or- 
ganized hospitalization in West Virginia during its 
two years’ experience under a permanent headquar- 
ters plan with a paid executive secretary in charge, 
specifically calling attention to the accomplishments 
removal of the protective tariff for this apparatus 
was urged by resolution. 


One entire session was devoted to the Proposed 
Curriculum for Schools of Nursing. The interpreta- 
tion was ably presented by A. J. MacLeod, R. N., 
of Vancouver, Chairman, Nursing Education Sec- 
tion of the R. N. A. B. C. The discussion was 
opened by Christine Murray, R. N., Instructor of 
Nurses, Provincial Royal Jubilee Hospital, Vic- 
toria. The program was well directed by the presi- 
dent, E. W. Neel, of Duncan, and the secretary- 
treasurer, J. H. McVety, of Vancouver. 


The new officers, many of whom were re-elected, 
are as follows: Honorary President, Hon. G. M. 
Weir, Provincial Secretary; President, E. W. Neel, 
Duncan; Vice-Presidents, E. S. Withers, New 
Westminster, and J. O. Nichols, Manaimo; Secre- 
tary-Treasurer, J. H. McVety, Vancouver. Re- 
gional representatives are A. P. Glen, Vancouver 
Island; J. M. Coady, Vancouver City; Coast Main- 
land, W. G. McKenzie, Powell River; Fraser Val- 
ley, Mrs. W. S. Knight, Mission; Yale-Cariboo, 
S. M. Cosier, Kamloops, Okanagan, G. A. McKay, 
Kelowna; Kootenay West, V. B. Eidt, R. N., Nel- 
son; Kootenay East, Sister Mary Clarissa, Cran- 
brook; and Grand Trunk, H. W. Birch, Prince 
Rupert. 

Hugh Allen, Victoria, is chairman of the com- 
mittee on business affairs; Mrs. J. Phethean, Vic- 
toria, becomes convenor of the women’s auxiliaries 
committee; E. Clarke, R. N., New Westminster, 
is convenor of the nursing affairs committee; Dr. 
A. K. Haywood, of Vancouver, committee on med- 
ical affairs; and E. C. Smith, of Chilliwack, head 
of the committee on constitution and by-laws. 


Connecticut Hospital Association 

The meeting of the Connecticut Hospital Associ- 
ation was held at Hartford Municipal Hospital, 
Hartford, on Friday, November 20, 1936. 

William J. Ryan, superintendent of Welfare, 
Hartford, presented a paper on “Welfare Depart- 
ments and Hospitals,” John H. Watkins, Depart- 
ment of Public Health, Yale University, New Ha- 
ven, presented a paper on “Worth While Hospital 
Statistics,” and Dean Effie J. Taylor, School of 
Nursing, Yale University, New Haven, addressed 
the group on “Administration of the Revised Cur- 
riculum for Nursing Schools.” The discussion 
which followed was conducted by Augusta Patton, 
Chairman, Educational Section of the Connecticut 
State Nurses Association. 

The afternoon session was devoted to a round 
table, conducted by Joseph W. Hinsley, Assistant 
Business Manager, Hartford Hospital. 


T. F. Clark Succeeds Mrs. Lola Armstrong 


as Executive Secretary 

T. F. Clark of San Francisco has been appointed 
Executive Secretary of the Association of Western 
Hospitals and the Association of California Hos- 
pitals. 

For the past eight years Mr. Clark has been identi- 
fied with the San Francisco Community Chest as 
Secretary of the Health and Hospital Council. He 
has also served as secretary of the San Francisco 
Hospital Conference since its inception in 1937. 

The dates for the Western Convention have been 
definitely set for April 12-15, 1937, the convention 
to be held at the Baltimore Hotel in Los Angeles. 


Eastern-Central District Meeting 

The Eastern-Central District of the Hospital As- 
sociation of Pennsylvania held its quarterly meeting 
in the main building of the Easton Hospital during 
November and was greeted by David B. Skillman, 
president of the Board of Trustees. 

The president of the district, Paul Fink of the 
Sacred Heart Hospital, Allentown, presided. John 
Hatfield, secretary of the state association, addressed 
the meeting. The report of the membership commit- 
tee was submitted by W. W. Butts, superintendent 
of St. Luke’s Hospital, Bethlehem. Mr. Butts re- 
ported that there were only two hospitals in the 
Eastern-Central District, the largest of the seven 
divisions of the state, that were not actively cooperat- 
ing with the state hospital association. 

Among the topics under discussion were the Social 
Security Act and its relation to hospitals, and group 
hospitalization. 

The next meeting will be held at St. Luke’s Hos- 
pital, Bethlehem, in the spring. 
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LUNDY SYRINGE AND NEEDLES 


FOR LOCAL, REGIONAL AND SPINAL ANESTHESIA 
® DEPENDABLE ° EFFICIENT *® PRACTICAL 





The syringe has a capacity of 10 cc. and is provided with 
a ground glass barrel of heat resisting glass which will 
withstand erosion caused by sterilization or medication. 
The plunger is made of non-corrosive metal accurately 
fitted to the glass barrel and reduces friction to a minimum. 
It has an eccentric tip and is provided with a bayonet lock 
attachment which fastens the needle securely and prevents 
the jumping off of the needle at a critical moment. 


The open ring construction permits the easy withdrawal of 
the fingers, the central or thumb ring is provided with a 
metal disc to permit extra pressure to be applied by the 
palm of the hand. 





The needles are of excellent quality of flexible stainless 
steel small in calibre and of various lengths to suit the 
different anesthesia procedures. Each of the needles is 
provided with a metal protector. 


PRICES: 


Reidy: Gasiene, IO OGicc cic cecdccddctccosvededecece $6.50 each 
Lundy 

Lundy Spinal Needle, 20G, 4”...........seeeeeeeeee $2.50 each 
McCuskey spinal needle, 20G, 342” $2.50 each 

Caudal needle, 18G, 3” 
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Rochester-Meeker, Wheal, Needle 22G, 2” .$0.85 ea. 


Rochester-Meeker, needle 19G, 4” ...... $1.00 each 
Rochester-Meeker, needle 19G, 43/4” $1.25 each 





INSTRUMENTS \Ot35°/ HOSPITAL SUPPLIES & EQUIPMENT 
OGDEN AVE ~ VAN BUREN ond HONORE STREETS 


Rochester-Meeker, needle 21G, 3” ...... $1.00each SURGEONS’ 


CHICAGO, ILL. 

















Hospital Executives— 


Do you know that 


NURSES 


for all types of 
positions can be 
secured through the 


NURSE PLACEMENT 
SERVICE? 


Write us immediately. 
Particular attention given to 
problems concerning the school 

of nursing faculty. 


NURSE PLACEMENT SERVICE 


Room 513, 8 South Michigan Ave. 
Chicago, Illinois 
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Modern 


IMPROVEMENTS 


The Castle SterOgage (trade mark) affords vis- 
ual evidence of temperature during the entire 
sterilization period. All Castle Autoclaves are 
SterOgage equipped. A SterOgage may be 
attached to your present unit. Castle informa- 
tion and engineering service is available in all 
principle cities of the United States and Canada. 


WILMOT CASTLE COMPANY 


1174 University Avenue Rochester, N. Y. 


50 YEARS OF QUALITY LEADERSHIP 




















POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. . 


Commercial announcements accepted at the same rate. 


-CLASSIF IED ADVERTISEMENTS 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5.words. All answers to keyed advertisements will be forwarded. Classified advertising cop¥iji~ 
must — cbabiin at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue, ; 


THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 









POSITIONS OPEN THROUGH PLACEMENT BUREAUS.., 

SCHOOLS, SPECIAL INSTRUCTION, ETC. é 

FOR SALE. ‘ 
Remittance must accompany classified advertisements. 










CONSULTANTS 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





SUPERINTENDENT—Man desires position as superintend- 
ent. Thoroughly experienced in hospital work; twelve 
years present position. Address Box IA, HOSPITALS. 





SUPERINTENDENT—Graduate, registered nurse, two years’ 
College education. Wide administrative hospital experi- 
ence. Splendid references from officers of former hos- 
pitals. Address Box LA, HOSPITALS. 





RECORD LIBRARIAN, registered. Young woman with over: 


ten years’ experience as director of department. Thor- 
ough knowledge of filing, classification of diseases, med- 
ical stenography, and statistics. Address Box LB, HOS- 
PITALS. 





MATRON—Graduate, registered nurse, two years’ college edu- 
cation, wide experience in hospital work. Splendid refer- 
ences as to character and ability. Box JE, HOSPITALS. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


DIRECTOR OF NURSES—B.S. and graduate nurse degrees. 
state university; year of supervising, Yale; three years’ 
instructing; five years, director of nurses, 225-bed hos- 
pital. No. 347, Medical Bureau, Pittsfield Building, Chi- 
cago. 


PATHOLOGIST desires appointment; two-year residency in 
pathology; five years, assistant professor of pathology, 
class A school and director of laboratories, university 
hospitals; exceptionally capable tissue diagnostician and 
hematologist. No. 348, Medical Bureau, Pittsfield Build- 
ing, Chicago. 


ADMINISTRATOR—Graduate nurse who has had a wealth of 
executive experience is available for appointment; B.S. 
and M.S. degrees; several years’ instructing experience; 
nurses; four years, director of nurses, large eastern hos- 
pital, where the school advanced and quickly attained 
recognition as one of best in its state; four years, direc- 
tor of professional activities, large hospital, which in- 
eluded duties of assistant administrator; recommended 


POSITIONS WANTED : 





THE MEDICAL BUREAU—(Continued) 
M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 
as remarkable woman possessing rare personal charm, 


well-qualified to administer fairly large institution. No. 
349, Medical Bureau, Pittsfield Building, Chicago. 





ADMINISTRATOR—Well trained physician; degrees from 
eastern school; two-year rotating internship; two-year 
residency; several years’ successful private practice; 
eight years, assistant superintendent, one of the coun- 
try’s outstanding hospitals. No. 350, Medical Bureau, 
Pittsfield Building, Chicago. 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building 
Cleveland, Ohio 





PATHOLOGIST AND ROENTGENOLOGIST (Combined): 
Qualified to direct a laboratory in 200 bed hospital, with 
experience in Pathology and Radiology. 200 bed, fully 
approved southern hospital. 


SUPERINTENDENT OR BUSINESS MANAGER: Western 
industrial hospital. 


DIRECTRESS OF NURSES: Experienced in Training School 
Administration. 175 bed mid-western hospital. 


ASSISTANT DIRECTRESS OF NURSES: Experienced. 
Graduate staff. 200 bed New York hospital. 


ASSISTANT DIRECTRESS OF NURSES: College credits; 
some teaching. 250 bed western hospital. 


SUPERVISORS OPERATING ROOM: With executive ability 
and experience; qualified to teach. 225 bed hospital, New 
York State. (a) 100 bed Ohio hospital. (b) 60 bed hos- 
pital, New York State. 


ASSISTANT SURGICAL SUPERVISORS AND SUTURE 
NURSES: With experience. Post-graduate in Surgical 
Nursing. Location: Conncticut, New York, Ohio, Penn- 
sylvania, southern states. 


SUPERVISORS—OBSTETRICAL, MEDICAL AND SURGI- 
CAL DEPARTMENTS: Day and night duty. Location: 
Connecticut, New York, Ohio, Virginia, Pennsylvania, 
Nebraska, Michigan, southern and New England states. 


SUPERVISOR CONTAGIOUS DEPARTMENT: 300 bed hos- 
pital, graduate staff. Post-Graduate and experience in 
Contagion; ability to manage department. 8-hour duty. 
Salary, $120; maintenance. 


ANAESTHETISTS: With experience. Mid-western and 
southern states. 
(Continued on page 122) 














HOSPITALS 

















; 


eo 


i Nation- 


Wide Service 


USY BUYERS 
HAVE COME 


.to look to Sex- 
“ton for the new 
ideas in food 
service. What 
the smart hotel 
on Michigan Boulevard or the suc- 


Sexton Specials offer outstanding 

values in foods prepared exclusively 

for those who hes many people each 
lay. 


cessful restaurant on Broadway is 
featuring is immediately available 
at Sexton’s—and in the finest qual- 
ity. Sexton rapid turnover insures 
you always receiving fresh deliver- 
eries from the new season's pack. 
The same rule applies even to Sex- 
ton Dried Fruits. They are fresh and 
plump with a natural dewy moist- 
ness. Sexton selects only the pick 
of the tree-ripened orchard fruit. It 
is then dried so as to retain all of 
its natural health - giving qualities. 
Edelweiss Dried Apricots are truly 


delicious. 


== SEXTON “ 
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UST off the press. . 
the hands of more than 6,000 hospital super- 
intendents and purchasing agents—the Will 

Ross catalog for 1937! 


The first Will Ross catalog, issued almost twenty 
years ago, was a “sensation” . . . because it dared 
to present net wholesale prices, plainly marked 
and stripped of all discounts, rebates and other 
camouflage. It offered all purchasers of hospital 
supplies, whether large or small, the same buying 
opportunities; . . . the same quality merchandise, 
with exactly the same price advantages to all. 


That first Will Ross catalog established a tradition, 
the soundness and rightness of which has become 
more and more apparent as the years rolled by. 
As a result, the Will Ross catalog became and is 
today the looked for book of the year—a more or 
less indispensable accessory in the business office. 


. into the mails . . . into 


The newest Will Ross catalog . . . your buying 
guide for 1937 . . . contains many new items; up- 
to-date price information; detailed merchandise 
descriptions. In it we try to tell you everything 
you need to know about the hospital supplies 
you want to buy. If a copy has not come to you, 
please teil us. Merely pin the coupon to your 
letterhead and mail to us. 


A copy of your new catalog will be appreciated. 


Name of Hospital 









Address..... ; 


Requested by 


WILL ROSS, Inc. 





WHOLESALE HOSPITAL SUPPLIES: Milwaukee, Wis. 
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Aznoe’s Central Registry 
30 North Michigan Avenue 
Chicago, Illinois 
SUPERINTENDENT: Lay, for general hospital; Southwest- 
ern city. 


SUPERINTENDENT: Registered nurse, under 45, for 75-bed 
general hospital; salary open. 


SUPERINTENDENT OF NURSES: For new hospital,’ ideally 
located; salary up to $3,000 with maintenance, 


DIRECTOR OF NURSES: Protestant, for 50-bed general hos- 
pital; Southwest. 


INSTRUCTOR: To organize training school; 150-bed Texas 
hospital. 


DIETITIAN: Good manager and disciplinarian; 225-bed hos- 
pital, large city. 


ANESTHETIST: On salary and percentage basis; North- 
west. 


OBSTETRICAL SUPERVISOR: For busy department in 
large Middlewestern hospital. 





NIGHT SUPERVISOR: For Florida appointment; $70, main- 
tenance to start. 


OPERATING ROOM SUPERVISOR: With special training, 
for Illinois hospital. 


OPERATING ROOM NURSE: Small Southern hospital; $60, 
maintenance. 


GENERAL DUTY NURSES: For appointments in general, 
psychiatric, and tuberculosis institutions in all sections 
of the country. 








THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 

Chicago, Illinois 


SUPERVISORS—(a) Men’s medical ward of university hos- 
pital comprising 18 beds; duties consist of administration 
of ward and assisting in instructing; two years’ academic 
preparation with graduate courses in ward teaching de- 
sirable. (b) Obstetrical unit comprises private and clinic 
wards; graduate head nurse is in charge of administra- 
tion of wards; duties include teaching, general super- 
vision; university hospital; $125, maintenance. (c) Oper- 
ating room; experience and ability to teach operating 
room technique required; department consists of six 
beautifully equipped rooms; will have as assistants seven 
graduates on day and two on night, five students, four 
aides, two orderlies; teaching hospital affiliated with uni- 
versity school of medicine; $135, complete maintenance. 
(d) Pediatric; ward averages 20 patients; duties include 
charge of pediatric outpatient clinic averaging 10 patients 
daily; $100, maintenance; month’s vacation yearly. No. 
336, Medical Bureau, Pittsfield Building, Chicago. 


DIRECTORS OF NURSES—(a) Superintendent of nurses and 
director of school; 400-bed hospital; 150 students; college 
trained woman with proven ability as director of nurses 
in large school required; salary $3,000-$3,600, mainte- 
nance; suburban location. (b) Beautifully equipped hos- 
pital; college trained woman eligible for New York regis- 
tration required, preferably 35-40; minimum entrance 
stipend, $200, maintenance. (c) For research hospital of 
school of medicine; seaport town; foreign appointment. 
No. 337, Medical Bureau, Pittsfield Building, Chicago. 


ASSISTANT—Assistant superintendent of nurses; large hos- 
pital caring for chronic and convalescent patients; regis- 
tered nurses in charge of wards; nursing done by at- 
tendants; 13-month course for attendants; affiliates for 
tuberculosis nursing; hospital is one of large group and 
offers excellent opportunities for advancement. No, 338, 
Medical Bureau, Pittsfield Building, Chicago. 


INSTRUCTOR—Chief instructor capable of teaching sciences; 
excellent laboratory and teaching facilities; will have two 
assistants; school of 200 students; $140, including com- 

















i maintenance. No. 339, Medical Bureau, Pittsfield 
uilding, Chicago. 


ANESTHETISTS—(a) For one of leading hospitals in mid- 


west metropolis; must be well trained and thoroughly ex- 
perienced; $125, maintenance. (b) For relief work at 
night in obstetrical department of small hospital; San 
Francisco vicinity. No. 340, Medical Bureau, Pittsfield 
Building, Chicago. 





GENERAL DUTY NURSES—(a) Specialized hospital caring 
for tuberculosis and acute communicable disease patients; 
non-resident appoinment; $95, meals, laundry; midwest 
metropolis. (b) Several for well equipped private hospital 
located in suburb New York City; two are needed for 
pediatric department and one for surgery; must be 
eligible for New York registration. (c) Several for one 
of leading hospitals in northern California; 8-hour day; 
one day off each week; $90, including meals and laundry. 
No. 341, Medical Bureau, Pittsfield Building, Chicago. 


ADMINISTRATORS—Young physician, well-trained and ex- 
perienced in hospital administration to take charge of 
large hospital; foreign country; knowledge of Spanish de- 
—— No. 342, Medical Bureau, Pittsfield Building, 

cago. 


DIETITIAN—Capable taking charge of department, 225-bed 
hospital; must be thoroughly grounded academically, eco- 
nomical and cooperative; duties include buying and teach- 
ing; $120, complete maintenance. No. 343, Medical Bu- 
reau, Pittsfield Building, Chicago. 





HOUSEKEEPER—Chief housekeeper; university hospital of 

400 beds; must be thoroughly experienced; unusual op- 

anal No. 344, Medical Bureau, Pittsfield Building, 
cago. 


SOCIAL WORKER—Social worker for large New England 
Hospital, new department; competent organizer required. 
No. 345, Medical Bureau, Pittsfield Building, Chicago. 


TECHNICIANS—(a) Graduate nurse qualified in laboratory 
work and anesthesia; small hospital; Alabama. (b) Quali- 
fied in x-ray and laboratory work; should be experienced 
in basal metabolism and electrocardiogram; small private 
hospital maintaining splendidly equipped laboratories. 

No. 346, Medical Bureau, Pittsfield Building, Chicago. 





NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


SUPERINTENDENT—(A) Woman, hospital in New Jersey, 
salary open. (B) Man, 50-bed hospital, Texas, salary 
open. (C) Man, 65-bed hospital, New England, salary 
open. 


SUPERINTENDENT OF NURSES—(A) Large ae New 
York, salary about $3,000 and maintenance. (B) 400-bed 
hospital, New York, $3,000 and maintenance. (C) 125- 
bed hospital, New York City, $160 and maintenance. 


(D) SUPERINTENDENT OF NURSES and Principal School 
of Nursing, New England, salary open. 


INSTRUCTRESSES—(A) Science Instructor and Assistant to 
Principal of Training School, New York. Salary $120 and 
maintenance. February 1st. B.S. degree necessary. (B) 
Instructress and Supervisor of Nurses, Texas, salary 
open. (C) Science Instructress, Catholic, near New York, 
salary open. (D) Instructress, also relieve in nursing 
office, 45 students, New Jersey, salary open. (E) Prac- 
tical Instructress, work at Columbia necessary, $100 and 
maintenance, New England. (F) Theory and Science In- 
structor, $110 and maintenance, New England. ) 
Catholic, B.S. degree, South, $125 and maintenance. 


SOCIAL SERVICE WORKER, New Jersey, $150.00. 


a AND X-RAY TECHNICIAN, Long Island, 


GRADUATE NURSE X-RAY TECHNICIAN, New York City, 
salary open. 


LABORATORY TECHNICIAN, special work in blood chem- 
istry, M.D.’s office, N. Y. C., salary $130-$150. 


WE DO NOT CHARGE A REGISTRATION FEE. 
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Greetings from Che Board of Trustees 
ro 


NE of the beautiful things about Christmas is the suggestion 
of spiritual values. One of the implications of New Years 


is its emphasis on fundamentals. 


In a nation’s life the hospitals’ work is a vital process. It is one of 
the finest manifestations of the spirit of a people. It is an expres- 
sion of love going out to our fellow man when he needs it most; a 
love that warms his heart with the cloak of service it throws around 
him; a service inspired by complete sympathy and perfected by 
technical training; a service that contemplates the realm of the im- 


ponderables and improved man in all his varied relationships. 


This love is reciprocated by our patients in their gratitude for the 
service received. They appraise our effort to prolong human life 
as cooperation with the Eternal Source of Life, the endeavor to 


lessen human suffering as an anticipation of the Vision Beatific. 


May the consciousness of having participated in this magnificent 
contribution to the welfare of our country bring to all our members 
something of the ““Peace on earth to men of good will,” something 
of the joy of a great achievement during the Christmas season, and 


increased happiness and renewed inspiration during the New Y ear. 


The Board of Trustees 
American Hospital Association 
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@ Suction and pressure alternate to produce 
gentle vascular massage by dilatation and 
contraction; collateral circulation is pro- 
moted; cyanosis diminishes; warmth is re- 
stored and discomfoft ceases. 

Briefly, these are the results observed by 
able investigators in the treatment of the 
occlusive arterial disorders by rhythmic 
pneumatic vascular exercise. 

The G-E Hemolator offers marked ad- 
vantages in application of this modality... 
wide range, completeness of control, more 


comfortable and convenient treatment boot, 


improved boot-to-thigh seal. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 








YOU WILL WANT 
THIS BOOKLET 


It is up to the minute in its de- 
scription of the G-E Hemolator, 
and includes a bibliography of 
literature on the subject of pneu- 
matic vascular exercise. 














Department F-512 

G-E X-RAY CORPORATION 
2012 Jackson Boulevard 
Chicago, Illinois 


Please send me your booklet 7P-70, 


Name 





Address 
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Aznoe’s Central Registry 
30 North Michigan Avenue 
Chicago, Illinois 


SUPERINTENDENT: Lay, for general hospital; Southwest- 
ern city. 


SUPERINTENDENT: Registered nurse, under 45, for 75-bed 
general hospital; salary open. 


SUPERINTENDENT OF NURSES: For new hospital, ideally 
located; salary up to $3,000 with maintenance. 


DIRECTOR OF NURSES: Protestant, for 50-bed general hos- 
pital; Southwest. 


INSTRUCTOR: To organize training school; 150-bed Texas 
hospital. 


DIETITIAN: Good manager and disciplinarian; 225-bed hos- 
pital, large city. 


ANESTHETIST: On salary and percentage basis; North- 
west. 


OBSTETRICAL SUPERVISOR: For busy department in 
large Middlewestern hospital. 


NIGHT SUPERVISOR: For Florida appointment; $70, main- 
tenance to start. 


OPERATING ROOM SUPERVISOR: With special training, 
for Illinois hospital. 


OPERATING ROOM NURSE: Small Southern hospital; $60, 
maintenance. 


GENERAL DUTY NURSES: For appointments in general, 
psychiatric, and tuberculosis institutions in all sections 
of the country. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


SUPERVISORS—(a) Men’s medical ward of university hos- 
pital comprising 18 beds; duties consist of administration 
of ward and assisting in instructing; two years’ academic 
preparation with graduate courses in ward teaching de- 
sirable. (b) Obstetrical unit comprises private and clinic 
wards; graduate head nurse is in charge of administra- 
tion of wards; duties include teaching, general super- 
vision; university hospital; $125, maintenance. (c) Oper- 
ating room; experience and ability to teach operating 
room technique required; department consists of six 
beautifully equipped rooms; will have as assistants seven 
graduates on day and two on night, five students, four 
aides, two orderlies; teaching hospital affiliated with uni- 
versity school of medicine; $135, complete maintenance. 
(d) Pediatric; ward averages 20 patients; duties include 
charge of pediatric outpatient clinic averaging 10 patients 
daily; $100, maintenance; month’s vacation yearly. No. 
336, Medical Bureau, Pittsfield Building, Chicago. 


DIRECTORS OF NURSES—(a) Superintendent of nurses and 
director of school; 400-bed hospital; 150 students; college 
trained woman with proven ability as director of nurses 
in large school required; salary $3,000-$3,600, mainte- 
nance; suburban location. (b) Beautifully equipped hos- 
pital; college trained woman eligible for New York regis- 
tration required, preferably 35-40; minimum entrance 
stipend, $200, maintenance. (c) For research hospital of 
school of medicine; seaport town; foreign appointment. 
No. 337, Medical Bureau, Pittsfield Building, Chicago. 


ASSISTANT—Assistant superintendent of nurses; large hos- 
pital caring for chronic and convalescent patients; regis- 
tered nurses in charge of wards; nursing done by at- 
tendants; 13-month course for attendants; affiliates for 
tuberculosis nursing; hospital is one of large group and 
offers excellent opportunities for advancement. No, 338, 
Medical Bureau, Pittsfield Building, Chicago. 


INSTRUCTOR—Chief instructor capable of teaching sciences; 
excellent laboratory and teaching facilities; will have two 
assistants; school of 200 students; $140, including com- 





plete maintenance. No. 339, Medical Bureau, Pittsfield 
Building, Chicago. 


ANESTHETISTS—(a) For one of leading hospitals in mid- 
west metropolis; must be well trained and thoroughly ex- 
perienced; $125, maintenance. (b) For relief work at 
night in obstetrical department of small hospital; San 
Francisco vicinity. No. 340, Medical Bureau, Pittsfield 
Building, Chicago. 


GENERAL DUTY NURSES—(a) Specialized hospital caring 
for tuberculosis and acute communicable disease patients; 
non-resident appoinment; $95, meals, laundry; midwest 
metropolis. (b) Several for well equipped private hospital 
located in suburb New York City; two are needed for 
pediatric department and one for surgery; must be 
eligible for New York registration. (c) Several for one 
of leading hospitals in northern California; 8-hour day; 
one day off each week; $90, including meals and laundry. 
No. 341, Medical Bureau, Pittsfield Building, Chicago. 


ADMINISTRATORS—Young physician, well-trained and ex- 
perienced in hospital administration to take charge of 
large hospital; foreign country; knowledge of Spanish de- 
po weap No. 342, Medical Bureau, Pittsfield Building, 

cago. 


DIETITIAN—Capable taking charge of department, 225-bed 
hospital; must be thoroughly grounded academically, eco- 
nomical and cooperative; duties include buying and teach- 
ing; $120, complete maintenance. No. 343, Medical Bu- 
reau, Pittsfield Building, Chicago. 


HOUSEKEEPER—Chief housekeeper; university hospital of 
400 beds; must be thoroughly experienced; unusual op- 
—- No. 344, Medical Bureau, Pittsfield Building, 

cago. 


SOCIAL WORKER—Social worker for large New England 
Hospital, new department; competent organizer required. 
No. 345, Medical Bureau, Pittsfield Building, Chicago. 


TECHNICIANS—(a) Graduate nurse qualified in laboratory 
work and anesthesia; small hospital; Alabama. (b) Quali- 
fied in x-ray and laboratory work; should be experienced 
in basal metabolism and electrocardiogram; small private 
hospital maintaining splendidly equipped laboratories. 
No. 346, Medical Bureau, Pittsfield Building, Chicago. 





NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


SUPERINTENDENT—(A) Woman, hospital in New Jersey, 
salary open. (B) Man, 50+bed hospital, Texas, salary 
open. (C) Man, 65-bed hospital, New England, salary 
open. 


SUPERINTENDENT OF NURSES—(A) Large hospital, New 
York, salary about $3,000 and maintenance. (B) 400-bed 
hospital, New York, $3,000 and maintenance. (C) 125- 
bed hospital, New York City, $160 and maintenance. 


(D) SUPERINTENDENT OF NURSES and Principal School 
of Nursing, New England, salary open. 


INSTRUCTRESSES—(A) Science Instructor and Assistant to 
Principal of Training School, New York. Salary $120 and 
maintenance. February ist. B.S. degree necessary. (B) 
Instructress and Supervisor of Nurses, Texas, salary 
open. (C) Science Instructress, Catholic, near New York, 
salary open. (D) Instructress, also relieve in nursing 
office, 45 students, New Jersey, salary open. (E) Prac- 
tical Instructress, work at Columbia necessary, $100 and 
maintenance, New England. (F) Theory and Science In- 
structor, $110 and maintenance, New England. (G) 
Catholic, B.S. degree, South, $125 and maintenance. 


SOCIAL SERVICE WORKER, New Jersey, $150.06. 
a.” AND X-RAY TECHNICIAN, Long Island, 


GRADUATE NURSE X-RAY TECHNICIAN, New York City, 
salary open. 


LABORATORY TECHNICIAN, special work in blood chem- 
istry, M.D.’s office, N. Y. C., salary $130-$150. 


WE DO NOT CHARGE A REGISTRATION FEE. 
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thropic hospitals N 
“Approved by Hospitals—?”—Ed 
Approved hospital means to the small community, W 
the, Tenery, William C., M.D 
Associated press graph of industrial activity—Try this 
on your hospital A 
Associations, Among the—state and province 
Alabama Hospital Association Jan.-106, May-134 
Arkansas Hospital Association J 
British Columbia Hospital conference 
Colorado Hospital Association 
Jan.-102, May-134, Nov.-59, Dec.-114 
Connecticut Hospital Association 
Florida Hospital Association 
Georgia Hospital Association 
Indiana Hospital Association 
Iowa Hospital Association 
Kentucky Hospital Association 
Louisiana Hospital Association 
Michigan State Association 
Mid-west Hospital Association 
Minnesota Hospital Association 
Jan.-98, Apr.-112, May-134, "jJune- 132 
Mississippi Hospital Association J 
Missouri Hospital Association 
Nebraska Hospital Association - 
New England Hospital Association....Apr.-105, Nov.-120 
New Jersey Hospital Association May-136, July-117 
New York Hospital Association 
Jan.-106, May-132, July-116 
North Carolina, South Carolina, Virginia Hospital 
Associations May-134 
Northeastern New York Hospital Association... .July-126 
Ohio Hospital Association....Jan.-106, Apr.-61, May-130 
Oklahoma Hospital Association Jan.-106 
Ontario Hospital Association Jan.-108, Nov.-108 
Pennsylvania East-Central District meeting Dec.-118 
Pennsylvania Hospital Association 
Apr.-116, May-142, June-134, Aug.-110 
Sectional association secretaries, Conference of 
Jan.-108, March-110 
Texas Hospital Association March-108, Apr.-106 
Tri-State Association of Illinois, Wisconsin, Indiana 
Apr.-120, May-138, June-124 
South Carolina Hospital Association 
South Dakota Hospital —- 
Apr.-110, June-130, July-124 
Washington Hospital Association 
Western Hospitals Association 
Jan.-107, Apr.-118, June-126, Dec.-118 
West Virginia Hospital Association... . Aug.-112, Dec.-114 
Associations—Coming meetings 
Jan.-49, Feb.-111, Mar.-92, Apr.-55, May-122, 
June-47, July-100, Aug.40, Sept.-94, Nov.-100, Dec.-114 
Associations—Joining hands, Sutley, Melvin L Oct.-119 
Association of Medical Record Librarians of Head of 


Apr.-116, July-122 
Aug.-108, Nov.-110 


Association of medical record librarians of Westches- 
ter County Sept.-101 
Association of Record Librarians of Minnesota 
Apr.-97, July- 34 
Association of Record Librarians of North America... 
Aug.-112, Oct.-140 
Association of Record Librarians of Southern Cali- 
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Association of Record Librarians of Wisconsin... Nov.-120 
Associations—Relation of the hospital association to the 


individual Hospital and the public.............+6. May- 33 
Architecture—See construction. 
Automobile accidents and hospitals..............+- Sept.-146 
Automatic hot water bottle heater, An, Walter, Carl 
We hark Hee oo die bids o ad eielata rh asi se'erers Nov.- 80 
Autopsies — funeral directors—and more autopsies, 
Knowlton, “Wilson: W., BEDho si ccivideds oc cieeeccs Jan.- 
POD SIOE TOT GI goo hi eo ca Ce oavetee cece es May-102 
Auxiliary in the modern hospital, The role of the 
woman’s, Fishbein, Mrs. Morris...............+- June- 14 
B 


Bacharach, Betty, Home, Plans being prepared for ad- 
MER Shean and Cane niles Holden kmacemecete July- 77 


Bacharach, Betty, Home, Therapeutic pool at the..Aug.- 46 
Balancing the hospital budget, Fazio, S. Chester... May- 69 


Bassinet frame; A new type OL. ..6.0c. cs ccsssecece Mar.- 97 
Baylor University Hospital group hospitalization plan 
ee Nee re ny Og re Bal. 20S ve or atoralniiciane a aa we de ale Aug.- 75 


Bed capacities—Service of our small hospitals, The. Aug.- 33 
Bed occupancy in New York’s public hospitals—Gold- 


watel, S:-S.2 MD FenOh be seas ces vives eedvee-s Aug.- 39 
"Behind the scenes in the out-patient department, Gur- 
MEY, WANISHCN Dis cece ead cce aces cues esivades May- 35 
Benefits for hospital employees—Ed............... Mar.- 58 
Benefits to Ohio Hospitals for care given traffic acci- 
MET RMCER oo peo ead ae. vie fare Sateen mee ecien ee June-144 
Bethania Hospital, Re-organization at............. June- 28 
etter thnes anedl—— Edis ccc cincc nce natnocs oes Feb.- 55 
Better times are here again—Ed................... Apr.- 57 
Blackwood, Rear Admiral, retires.............-.0. May- 52 
Bleach, laundry—Cooperation and science come to aid of 
POUNAEVINANGORES ces oc. odcainnelele we heaedeee were Sept.- 89 
Board of trustees and community hospital policies, The, 
Neevadatd Coates boos acccduewoe ncnccuusness Sept.- 9 
Board of Trustees—Hospital trustee and his responsi- 
WANE 2 con ecoa unc aeese Soiee eee aed eon ee Feb.- 9 
Board of Trustees, Minutes of the meeting of the— 
American Hospital Association................. Mar.- 81 
Board of Trustees—Presidential function.......... May- 37 
Board of trustees, Proceedings of the A. H. A., Dec. 
LAAN oeteicioc sid bia oko Gareteratan erdielarn Wolke Nie Seiaie eaters Jan.- 90 
Board of trustees—Public relations from the viewpoint 
of the hospital trustee, Bowditch, Ingersoll...... Nov.- 77 


Board of trustees—responsibility of the board of trus- 
tees for the standards of professional performance. . 


See teralinre arsvece gl Star violas OW Ene CHRIS Ue Oe Hue e bales Nov.- 63 
Board of Trustees—What a good trustee means to a 

superintendent, Morrison, Ruby A., R.N.:....... May- 38 
BOOM SHEN. “THe HOSDURE fas ccs wrones Cuccsedivecvencees 

2 alerclel areas wales Jan.-118, Feb.-130, Apr.-126, June-138, 

July-140, Aug.-118, Sept. -77, Oct.-100, Nov. -128, Dec.- 85 
Boston City Hospital—Surgical Building.......... Apr.- 91 
Boston Floating Hospital, Discharge service of the, 

MeDotsid. “Rranes, WD. cco acces coccee acs Nov.- 39 
Breitinger, William M.—obituary................. Aug.- 34 
Budget, Balancing the hospital.................66: May- 69 
Budget for small hospital—Questions and answers. . July-130 
Budget, hospital, Ene Bde oe ine 5 csise co ccc nsdiectre Sept.- 71 
Building good will for your hospital, Worswick, Sam- 

(out ESSE EN erase aoe eerie te cae ier arn err Apr.- 31 
Builditig: monuments—Ed. oo. ..6 ccs cd icce sacle ste’ Jan.- 53 
Business administration of the hospital, Smelzer, Don- 

SIPC MED ro pono ecsaccen aes ed vaccine get ees Feb.- 76 


Business census of hospitals, Mountin, Joseph W...Nov.- 19 

Business relations with the public, The hospital and its, 
ESRC Nai coe aie cin dare crc wie eieie Walaa o aria wre arte Oct.-122 

Buying for your hospital—Ed................000- Sept.- 73 





Buying, Group, Norris, James U.................. Apr.- 79 
Buying—See Of special interest to the buyer. 


C 


Canadian hospital conventions, Forthcoming........... 
Re een eh ee rennet mere ree ree Oct.-123, Nov.-120 


Canddias Ploseital Caa@een: «. 2 sc ccc Seca ccededenans Jan.-108 
Canadian Hospital, Shaw, Leonard, the new editor. .Feb,- 27 
Cancer Clinic — Butterworth Hospital, Grand Rapids, 


WiCHIOBIN oss Sok contncwedtacavascecuvencacacaes July- 90 
Cancer patient and the general hospital, Scammell, H. 
fg UMD buns dace haaeewaear ne aane dr eteaiaes Dec.- 21 
Cancer research aid fond, The... .. <0 cose cescvcass Feb.-129 
Can religion contribute to hospital efficiency?, Foster, 
OGG: RlGW Bess osccsan cnc daccenscdeauediete wad July- 48 
Casini ale GABE 63 oc sin cc ceccctecedesneusrees Apr.- 30 
Carbon dioxide—Challenge to an established tradition 
Of BiIOlORW: Jae vc< tens cos dosnasundaceuundedaes June- 53 
Care and preservation of portable equipment in the hos- 
pital, Smeizer, Donald: C., MED... << ccvcc~ssesaes Dec.- 19 
Care of the indigent sick—Radio program, American 
Hospital Association convention...............+. Oct.- 43 
Cash receipts—Try this on your hospital, Hess, “a 
BPE oo no odd cbddcdees cae ndacuunueenemaeds Sept.- 38 
Catgut, surgical, Warren P. Morrill, M.D......... Feb.- 39 
Catal: tune baea ken cc. oso e gen eccewccosadaens Feb.-104 
Catholic Hospital Association of the U. S. and Can- 
Mis Fo Peatade cudcuser vie wdcdineteedeeede eae Aug.-104 
Catholic sisters contribution to their hospitals...... Sept.- 81 


Census of hospitals, Business, Mountin, Joseph W...Nov.- 19 


Central dressing room modernizes an old hospital, An 
up-to-date, Stephenson, Mary V., R.N., and — 


mer Clean, (Ne we cco ote cucneect wars coecuicans Aug.- 23 
Central supply—Advantage of central treatment-tray 

service: iv. the Roegital. .. .6c.i<c «a vadeneccoswas Feb.- 29 
Central Supply—Toronto Western Hospital........ Feb.- 44 
Charitable hospitals must apply for exemption from 

taxation under the Social Security Act.......... Oct.- 68 
Children’s hospitals—Group play in a hospital......Mar.- 75 
Chlorine bleach—Queéstions and answers.......... Mar.-126 
Christmas in the hospital, The spirit of, Hylton, ov 

Gis enc ac cce tac iecceccucshesacccusedenl Dec.- 24 
Chronically il], care of—Hospital economics....... July- 22 
Chronic and convalescent care—Report of the commit- 

tee on hospital planning and equipment.......... Feb.- 91 
Chronic DiseasesHospitalization for the chronically 

WES soda cs os case a edead ea cada ce wadeancceunnaee Feb.-122 
Chronic hospital and its place in the community, The 

development of a, Coleman, Louise M........... Sept.- 31 
Chronic sick—Community program for the care of..Feb.- 18 
Cincinnati organizes a hospital council........... Apr.- 91 
City hospital, The superintendent’s job in a......Aug.-.58 
Cleaning—hospital housekeeping department, The..Jan.- 74 
Cleaning—Hospital painting ..................000. Jan.- 85 
Cleaning—Renovation of pillows.................. Jan.-116 
Cleveland—1899-1936—Ed. ..........0cceeee sees Aug.- 71 
Cleveland—1936—(A. H. A. Convention)......... Jan.- 80 
Cleveland convention, The—Ed................... Apr.- 59 
Cleveland—Our convention city, McNamara, John A. 

ws crabhheecursathan eee aeOe de Jt. caudtadad dae eaane tae Sept.- 41 
Cleveland plan grows up, McNamara, John A., and 

RECUY OO NIICIDON Piss od nu decease viadeenanacdasad Jan.- 44 
Cleveland Plan—Six points for service plans, McNa- 

mara, John A., and Michael A. Kelly.......... June- 62 
Clinical records, My reaction to hospital, Baugher, Al- 

Pest Hawant. MEDi osc. cc decccnce dadccadouene July- 86 


Clinical records, storage of—Questions and answers. Mar.-128 
Clinics in Chicago, Standards of eligibility for care in 


charitable, Ropchan, Alexander................. Apr.- 33 
Clinics—Mutual interest of hospitals and public health 
OCMSDEEMIIOD 5 oo occ so dcmusns endewaacedeemexswe Jan.- 

































Cockroaches, Modern extermination of 
Collection agencies—Patient and his acccunt, The..May- 53 
Colwell, Dr. Nathan Porter, Obituary Feb.-110 
Combustion equipment and fuel economies, Frost, Clyde 
9 Sept.- 57 
Comments ‘fon our readers upon receipt of the Jan- 
uary issue of “Hospitals” Feb.-124 
Commodities in hospitals, The purchase of staple... 
Commodities, Purchase of hospital, The 
Commonwealth Fund and rural hospitals, The 
Communicable diseases—Control of tuberculosis among 
hospital personnel July- 42 
Communicable diseases—Mutual interests of hospital and 
public health organizations Jan.- 9 
Community health work, How the hospital can share in, 
Emerson, Haven, 
Community hospital as an essential agency in the field 
of public health, The, Munger, C. W., M.D July- 9 
Community hospital policies, The Board of Trustees and, 
Neergaard, Charles F Aug.- 
ae hospital and the, Lewinski-Corwin, E. H., 


Community, The hospital and the 

Community hospitals—Hospitals and legislation....Sept.- 40 

Community hospital, Selling the small, Beeler, James 
es SAGie sie c Sib wd mS ine. s-sis oo Wins Bice ey Sept.- 28 

Community need a hospital?, Does my—Ed June- 59 

Community policies?, On whom should the responsibility 
rest to determine hospital, Sumner, William A...July- 32 

Community problems, The hospital and its 


Community program for the care of the chronic sick, A, 
Boas, Ernest P., M.D Feb.- 18 


Community relations, Establishing friendly Sept.- 67 


Community relations, Public health and, Wilinsky, 
Charles F., M.D Mar.- 


ey service—The small hospital, Branton, A. F., 
M.D. 


Compensation cases, Hospitals and—Ed 
Compilation of income at Saginaw General Hospital 


Construction—Denver Children’s Hospital Builds highly 
specialized unit for care of crippled children....Oct.- 29 


Construction—“For a Child’s Sake’—Agnes Reid Tam- 
men wing, Children’s Hospital, Denver 


Construction—Hagertown’s new hospital 

Construction—Hospital elevators 

Construction—Air conditioning in hospitals 

Construction—New Allegheny General Hospital....Aug.- 13 

Construction—New developments in the architecture of 
psychiatric hospitals 

Construction—Plumbing hazards in hospitals Jan.-132 

Construction—Problems confronting administrators in 
new hospital Mar.- 30 


Construction—Recent hospital developments in Puerto 

i Sept.- 16 
Construction—Rehabilitation of Grady Hospital....Mar.- 61 
Construction—Small hospital, The 


Construction—Specifications for Air Conditioning Equip- 
ment for Sutter Hospital 

Construction—Toronto Western Hospital 

Contemporary hospital thought Apr.-50, July-106 


Continuation of medical education during the hospital 
internship, Munger, Claude Worrell, M.D Dec. 15 


Control of tuberculosis among hospital personnel, 
Burns, H. A., M.D 


Convalescent care, Hospital economics 


Convalescent children—Community hospital as an essen- 
tial agency in the field of public health 


Convalescent homes, The need of—Ed 
Convention city, Cleveland—Our, McNamara, John A. 


Convention, Thirty-eighth annual, Cleveland, Ohio. .July- 46 
Cooperation and science come to the aid of laundry- 
managers, McFarland, J. Sept.- 89 
Cooperation between surgeon and hospital administration 
necessary, Adair, Frank E., M.D Dec.- 86 
Cooperation—What the nurse expects of the doctor. May- 77 
Cooperation—What the superintendent expects of the 


Cooperation—W orking with the doctors 

Cost, Charging service rates to proper department— 
Questions and answers 

Cost of anesthesia service 

Cost of food for personnel, Bugbee, G. P 

Cost of graduate versus student service, Smiley, John 
R. Aug.- 68 

Costs and benefits of hospital library service, Hensel, 


Costs, budget for food—Food for thought 

Costs comparisons, interest and depreciation in—Ques- 
tions and answers July-130 

Costs, electricity—Saving $100,000 a year for the hos- 
pitals in greater New York Sept.- 61 

Costs—hospital care at reasonable—Board of trustees 
and community hospital policies 

Costs—Hospital dollar, The 

Costs—Hospital income and operating cost—Ed.....Mar.- 59 

Costs—Hospital operating costs for 1935 Sept.-142 

Costs—Method of evaluating changes in food costs and 
prices, A Aug.- 82 

Costs—Need for records and cost survey in hospital ad- 
ministration 

Costs—New curriculum, The 

Costs—Nursing costs, nursing service, and nursing care 


Costs of hospital care, The mounting—Ed Feb.- 58 

Costs of hospital operation, Meeting the rising costs, 
Jarrett, Lewis E., M. Nov.-109 

Costs of operation of electrical apparatus in daily use 
in hospital, Study of, Hewitt, S. R. D., M.B....Apr.- 35 

Costs—Oxygen therapy at the Wisconsin Geant ic 
pital Mar.- 52 

so Nala funds for the operation of the hos- 
pita 

Costs—Purchase of hospital commodities 

Costs—Purchase of staple commodities in hospitals. Mar.- 23 

Costs—Purchase or manufacture electric current?..Jan.- 92 

Costs—Staple commodities in hospitals, The use of. .Feb.- 79 

Costs—Treatment of retirement and replacement costs 
of hospital equipment 

Costs—Tuberculosis survey of the A. M. A 

Costs—Weighing the hospital laundry problem Jan.- 47 

Council on Community Relations and Administrative 
Practice, Meeting 

Councils—Cincinnati organizes a hospital council..Apr.- 91 

Councils, Hospital, Faxon, Nathaniel W.; M.D....Apr.- 43 

Countervailing duty lifted on surgical instruments from 
Germany 

County hospitals should be maintained for indigents only, 
Black, Benjamin W., M.D 

Court Decisions on second-hand mattresses 

Crippled children, Denver Children’s Hospital builds 
highly specialized unit for care of, Hoyt, Burnham 
and Witham, Robert B Oct.- 29 

Crippled children, Hospital remuneration for 

Cummings, C. J., designs staff directory register... Mar.- 97 

Curriculum, The new—From the nursing educator’s 
point of view, Erwin, Joy 


Davis, Carolyn E., resigns 
Death rate—increase not due to motor vehicle acci- 
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Deep therapy treatment room, A layout for a Apr.-104 
Delegates from the League of Nations visit headquar- “— 
Denver Children’s Hospital builds highly specialized unit 
for care of crippled children, Hoyt, Burnham and 
Witham, Robert B Oct.- 29 
Depreciation in hospital accounting—Sands Jan.-135 
Determining hospital eligibility requirements for free 
care, Kasper, Mrs. E. M June-113 
Development of a chronic hospital and its place in the 
community, The, Coleman, Louise M Sept.- 31 
Did you know that Mar.-64, Apr.-81, 93, May- 22 
Diet tables and hospital rules, Ancient, Hatfield, John 
N. Oct.- 62 
Dietary department—Administrative problems of a hos- 
pital food department 
Dietary department—Food for thought, Rupert, Eliza- 
beth R. Aug.- 88 
Dietary department—Hospital purchasing.......... May- 41 
Dietary department—Institutional housekeeping manage- 
ment Apr.- 22 
Dietary department—Small hospital, The........../ Aug.- 78 
Dietary department—Toronto Western Hospital....Feb.- 44 
Dietetics—Food service in the small hospital...... Mar.- 43 
Dietetics—Selective menu for all patients......... Mar.- 19 
Dietitian as a part of hospital administration, The, 
Mitchell, Katherine 
Diets—Food service in State Institutions of Minnesota 
July-134 
Discharge service of the Boston Floating Hospital, 
McDonald, Francis, M.D Nov.- 39 
Dispensary in an old hospital building, A new, Stout, 
Merrell L., A.B., M.D Nov.- 52 
Distribution of a hospital dollar in general hospital dur- 
ing 1935 Feb.- 53 
Doeppers, Dr. William A.—Obituary 


Does the public know your hospital? Hahn, Albert G... 
Apr.- 73 


Do hospitals exploit the roentgenologists? Heerman, 
| a 


Driving in winter 

Duke Endowment’s ten years’ performance in hospital- 
ization, The 

Duluth society of medical technologists 

Dust abstractor—An innovation in hospital — 


Economics, Hospital, Ellis, Hon. William J., LL.D..July- 


Editorial Council 
Jan.-50, Feb.-54, Mar.-56, Apr.-56, May-58, June-58, 
July-60, Aug.-54, Sept.-70, Oct.-70, Nov.-70, Dec.- 70 


Editorials— 


Activities of the joint advisory committee 
American Medical Association survey of hospital serv- 

ice in the United States Apr.- 57 
Approved by hospitals—?—labeling products....Apr.- 59 


Benefits for hospital employees 
Better times ahead 

Better times are here again 

Building monuments—gifts 

Buying for your hospital 
Cleveland—1899-1936 

Cleveland convention 

Cleveland convention 

Convalescent homes, The need of 
Costs of hospital care, The mounting 


Does my community need a hospital 
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Education of the hospital administrator 
Education of the intern, The 


Friend of our hospitals, A 


Helping the little fellow (small hospitals) 

Hospital budget, The 

Hospital income and operating costs............. Mar.- 59 
Hospital pharmacy, The 

Hospital rates at less than cost 

Hospital service plans 

Hospitals and compensation cases 

Housekeeping department, The 


Institute for hospital administrators............./ Apr.- 59 
Jnstitutional nurse, Thee. <<< noc ce cecocscesscss May- 60 
International hospital relations 


Journal of the American Hospital Association... . 
Julius Rosenwald Fund grant, The 


Maternity cases in hospitals 
Meyer, Alfred C.—Obituary............-...005- Nov.- 71 


National hospital and clinic survey............../ Apr.- 57 
National Hospital Day 


On the accreditation of schools of nursing....... Aug.- 55 
Our anntial conwentioits. docs cones icacecscncal Aug.- 57 
Our friend—The critic 

Our hospitals’ interest in legislation 


Partisan politics and our hospitals 

Passing of the institutional nurse, The 

Pay patients in government hospitals—N.W.F....July- 63 
Dessonsel nrollensl ss x. 2286 25s coe kccecnxcadewes Mar.- 58 
Philanthropy and hospitals 

Preparedness 


Report of the committee on membership structure, 
July- 62 


To their great credit (hospitals in flood areas)...Apr.- 58 


Voluntary giving and government subsidies and 


Educating the public about our hospitals, Craig, Allen, 
M.D. Mar.- 101 
Educational centers—Hospital and the community... May- 23 
Educational opportunities for student nurses in the out- 
patient department, Reddig, Rhoda F., R.N Dec.-103 
Educational responsibility of state boards? What is 
Ce oe ces acane tended eeeeettawngea een Mar.- 65 
Educational value of hospital service plans, McCarthy, 
Ray F. Aug.- 85 
Education—Hospital in the lights of its function...June- 40 
Education, parent, in the children’s hospital, Rand, 
Winifred Dec.- 49 
Education—Studies in hospital administration at the 
University of Chicago Mar.- 24 
Efficiency in a hospital laundry, Austin, L. C Sept.-102 
Eight-hour day for graduate nurses, Ward, Peter D., 
A.D. Nov. 11 
Eight-hour nursing day, The, Sister M. Las 
R.N. Nov.- 34 
Eight-hour nursing day—Some practical aspects of the 
curriculum for school of nursing Oct.- 19 
Electric current, Purchase or manufacture? Gruber, 
Electricity, cost of—A study of the costs of electricity 
and a successful attempt to achieve lower rates...Sept.- 61 
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Elevator cable Gquauizers. cick seve csevsscccesess Sept.-104 
Elevators, hospital, Hannaford, H. Eldridge, A.I.A..Jan.- 54 


Eliminating unnecessary hazards................- Mar.- 130 
Emergency service—How the hospitals served Pitts- 
burgh in the flood emergency..............5e00% May- 80 
Emergency service—It did happen................. May- 27 
Emergency service—Noah’s log—A.D. 1936........ June 24 
Emergency service—Patient is resting, The........ May- 101 
Employees, Benefits for hospital—Ed.............. Mar.- 58 
Endowed beds—How hospital beds may be endowed and 
their use after endowment... 2.000. .secesseveses May- 14 
Endowing a ward bed—Questions and answers..... Nov.- 84 


Endowments and gifts—On whom should the responsi- 
bility rest to determine hospital community poli- 
NONE et weAGs Un abou s ose bagwicec see bbiea ne oso July- 32 

Endowments, Hospital, Smelzer, Donald C., M.D...May- 103 

Endowments, Hospitals and, Adair, Frank E., M.D., 


OSS DERE EUS SCS ere ee ene Nov.- 110 
Endowments—hospital income, The................ Apr.- 75 
Endowments—Pasadena Hospital receives the Hunting- 

GON MemGtIR) TOGERE. oo. 5 5 5 vince cies vs vnce sees sein May- 75 
Bgeinid: TIGspttal AGCIIIE AN. on. noc 00 0.0 6-010 0:0 9006 Aug.- 67 
England — periodic payment for hospital care, Davis, 

RE MMMIR Tig coc aie capa he eisic help 6 breil Wi.dieis'einieiso oti as0%e Feb.- 107 
Equipment—Anesthesia at Bellevue Hospital....... June- 84 
Equipment, An innovation in hospital—Dust abstractor. 

SBS SA a rr eens eee: Feb.- 135 
Equipment can be rented, Sick room.............. Nov.- 100 
Equipment—Future trend in mechanical equipment for 

hospitals, The, Johnston, J. Ambler............. May- 15 
Equipment in the hospital, Care and preservation of 

portable, Smelzer, Donald C., M.D.............. Dec.- 19 
Equipment, Report of the committee on hospital plan- 

RIEU 5's 3 o's Rik sw lone bin Sib elk adie )v os nse see Feb. 91 
Equipment, Retirement and replacement costs of hospital 

PREG GLA cece Rida dais ssc mint a'euer Nos eae Mar.- 37 
Essential program for hospital service plans, An, Mc- 

DATTA RIO os 6 ssc conse caisin ds ciclee Oen ee sok Nov.- 67 
Establishing friendly relations.................06- Sept.- 67 
Exhibitors’ Association, Officers of the.......... Sept.- 162 
Exhibitors’ Section—Technical exhibits.......... Sept.- 164 
Exterminators—Hospital housekeeping............. Jan.- 74 
Exterminators—Modern extermination of wna vn 

shoe Sols dic bases asic h GSB sauce ienesis es ceSinetens Apr.- 
Eye cliric—Nursing education in he out-patient Pl 

BN GHIUONAE | 5 gv io ce slots chara wsulae SINS esis ows aa eee eied Apr.- 45 

F 
Bgmilypiyeitia Des ss oss eS coe desea canker ces Mar.- 108 
Federal aid—PWA and hospitals................. Mar.- 109 
Federal Employees’ Commission for hospital care of 

MIR escorts Gate sikiio0's eusie ula piss sae OWE sRiae Reece Feb.- 118 
Federal funds for hospitals, No...........essseee0- Oct.- 14 
Federal housing administration—Modernization credit as 

AE RES ORDA <2 555 6650s 50 5ics0 hs sick sce n suisse Jan.- 79 


Fever therapy, Doan, Charles A., M. D., and Hargraves, 
RNR NN ok oso 5s is nies Seine SG Ries eisiee ee June- 88 


Fever therapy, First international conference on....Feb.- 69 
Fifty years of hospital service (Lovie, Mrs. Emma 


MIMOBE isch ac ans se oakn ead swsaaes ues es tveree Feb.- 105 
Filing cabinets becoming too crowded? Are your...Oct.- 111 
Films, educational, available to hospitals............ Dec.- 93 
Film storage—properly constructed protects the hospital 

BENE SERMONS hos oin wa ebb ae ee crrcinm eae ee eee Aug.- 100 
Finance, The hospital, Fazio, S. Chester.......... Mar.- 85 
Finances—How small hospitals may be seinen wie 

SPRabss hale sss sFASKNA abObasawdutwasse ros eee May- 1 
Finances—Role of business and industry in hospital sup- 

Ni RR Gey eee a eee ee on re ere an Dec.- 14 
Finances—Some public issues of importance........ Jan.-124 





Financing the graduate staff—The large hospital with an 


BlD Sr WUEON BERL e . 55i-hx Sai iwv a caw aces 66'e'b.0 ores Nov.- 74 
Financing nursing education—Marching forward in nurs- 

HD ORCUNION aici o.sik Wisieese heh esic's SG bee knees tiene May- 9 
Fire drills—Questions and answers...........+++. Apr.- 101 
Fire hazards, The result of survey covering the hospital, 

eibprater: = WV aia Sos an os ae cove cee nee Kesh Dec.- 89 
Fire in:a. hospital record room, A... .. 3.66.0 0e0sss Dec.- 65 
Fire prevention for hospitals, Johnson, Dewey....June- 110 
Fire protection—Hospital hazards................. Jan.- 66 
Fleming; Mark Tq.) MD) retires s occioc cccccas Sees Sept.- 69 


Flood emergency, How its hospitals served Pittsburgh in 
REG, UICC RIGAUD ON OLN ars 0:5 sp sice'e's ei b0lp 65 oieleceere ore May- 80 


Flood emergency—Noah’s log—A.D. 1936, Springfield 


Hospital, Walker, Eugene, M.D................. June- 24 
Flood emergency—To their great credit—Ed....... Apr- 58 
Floor covering material for hospitals—A symposium... 

aivraeia Obie sisTolere a lovbigio wigreiesbioiesateleco simple es epareTels wines Nov.- 86 
Flooring, Linoleum, Wood, George U............. Nov.- 88 
Flooring, Mastic tile, Wilson, Lucius R., M.D....Nov.- 87 
Flooring, Rubber, Walsh, William Henry, M.D....Nov.- 90 


Floors, Maintenance and renovation of original, Cole- 


MEMDYT LEA MBINI UT 5 oo05 ase i:0le nielayo-0 Gio ee nisrere 60s Nov.- 86 
Floors—Small hospital, The. ....2....0sccccccesis Sept.- 78 
Florence Nightingale as a leader in the religious and 

civic thought of her time—Letters............... July- 78 
Foley scholarship, Receives.........sccccseccscees June- 95 
Food costs and consumption in mental hospitals, os 

tIStiC! HIBEA \COVERINE. so o.0 5 000s coce'vietebenaccars Dec.-100 
Food costs and prices, A method of evaluating changes 

ASD PURO IE oie cial ore aa Sals sie Sie'e Sole oldie eRe Obie eels Aug.- 82 


Food department, Administrative problems of a hospital, 
Uae 100. cc /arcch ola 6 6) ste nietatsieroracetete: Od iaielale.ovoreieis July- 71 


Food for personnel, Cost of the, Bugbee, G. P....Dec.- 43 
Food for thought, Rupert, Elizabeth R............ Aug.- 88 
Food service in state institutions of Minnesota, Ferbert, 
RDB chs setaitretipiieiels- sin ciblows 0 A De Oe SSSR CIE Coole July- 134 
Food service in the small hospital, Graves, Lulu G..Mar.- 43 
“For a Child’s Sake”—Agnes Reid Tammen memorial. . 


F avalatcravsioiree role eicsevoioreionarayaleis Saab aceite ava erecetazene eoniale Apr.- 27 
Four en on hospital administration, Clark, 

De IN oca area tcaraial ooo ao ara lato bSie sips wid ote: ele raiatace Dec.- 98 
Free care—Determining hospital eligibility requirements 

POG. WINOROEL, ATS EO 325 oe pedae e's veces Hein June- 113 
Free service—Tax-supported hospital in a small city.... 

dug ol Wiblaia are Rralolw wi Slon HIS Bini eto Bes lorSaibleels 4/6 SO ASS ept.- 25 
Friend of our hospitals, A—Ed...............000. Feb.- 56 
Friendly doors—Huntington Hospital.............. Apr.- 15 
Fuel economies, Combustion equipment, Frost, Clyde D., 

IML a spsca is ste SrNe ctasulaiore 8 wa Sis aie eeaioin doers) sew itee Sept.- 57 
Fund raising, Joint hospital, Street, Elwood....... June- 17 
Funds for the operation of the hospital, Providing, 

WV ROLE ORHIG oc cverbrele cred, sere Gey eae eed sore Apr.- 82 
Future of the nurse anesthetist, The, Goodale, Walter S., 

ITED crave aerecasetsratotermeie staiarpuatow suarereirs oo vip ValearerG OO Oct.- 95 
Future trend in mechanical equipment for hospitals, 

GE; OMUSEON: Js ATID? 5.055 Sosae viceas eos sea8 May- 15 

G 
General hospital, The cancer patient and the, Scammell, 

BOs SUD oe. Sireras anebaienia ese cirod waseuleweien Dec.- 21 
General hospital and public health, Rankin, W. S., 7 9 

Sis aitehs leoeiste eroioreaisiateruials a Dieibiale le ieiooeie ea eee eal eaa ec.- 
German instruments, Additional duty on.......... Aug.- 60 
Gifts—Johns Hopkins Hospital receives $900,000... Feb.-127 
Gifts—Woodstock Hospital Gets $50,000 gift....... Feb.-129 
Goodyear Hospital Association..............0ee00. Mar.- 28 
Graduate nurses, The eight-hour day for, Ward, Peter 

DD OND ace troccstyic 8 s.0e ae SA es ssl iearo Veco eed Nov.- 132 
Graduate nursing in the modern hospital, Blake, Edgar, 

PE: itietcncnaienerevene geececneescascesceccees June- 65 
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Graduate staff, Large hospital with an all, The, be 


dell, E. Charlotte, OES cicen nek svcenccemestasn Nov.- 74 
Graduate staff—Meeting the standards of good “= 

NOR on dee oe CGRE SERGE aeden ee oliurecareces Nov.- 96 
Gray Lady service—Red Cross volunteer service for hos- 

OE pecs Aucac ue dan bow eeeiesiee Casha en ante Sept.- 55 
Griffin, Monsignor M. F.—Letter...............4.. May- 32 
Griffin, Monsignor Maurice F., LL.D., Sails for world 

CMR eee ae ec rine ie Hoar ened ewicntedise ecg Feb.- 11 
Group buying, Norris, James U............+..22-- Apr.- 79 
Group hospitalization as the doctor sees it, Haythorn, 

PAE DORE ICI oe Ee sole os ve kiosioticereeio edcneees June- 20 
Group hospitalization, Calvin, Arthur M........... Apr.- 94 
Group hospitalization—Cleveland Plan............. June- 62 


Group hospitalization—Cleveland plan grows up....Jan.- 44 
Group hospitalization—Educational value of hospital 


GORGES TE oe oe ccc Ree RFs eee ccasnues suman Aug.- 
Group hospitalization—England—Periodic payment for 

HOSUAI CALE iio ie siiacs 6 old casiales oot ecw anes Feb.- 107 
Group hospitalization expands rapidly in 1935..... Jan.- 110 
Group hospitalization—Hospital economics......... July- 22 
Group hospitalization in St. Louis................. Mar.- 48 
Group hospitalization plan, Dunstan, E. M., M.D., and 

PueeanGer; 10 Co MEO ie osnnav ew sees tvecentee Aug.- 75 


Group hospitalization plans forge ahead, Rorem, C. 
Rufus, Ph.D., C.P.A Apr.- 62 

Group hospitalization plans in U.S. and Canada...Apr.- 64 

Group hospitalization plans, Use of radio for announce- 
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MBER OR Sic ccene Galea oe seer ea men dce ceo ene as Apr.- 135 
Group play in a hospital, Smith, Anne............ Mar.- 75 
Gruber, T. K., M.D., The Michigan Medical Association 

OMOES:. fcaee ca ealeavalhec se tac deen c eae we desea Oct.- 18 
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Hagerstown’s new hospital, Neergaard, Charles F..Jan.- 26 
Hamilton, James A., goes to Cleveland City Hospital... 


Seip fi erew/ ele eia ot ereaiw ernie Abed Reens eae ou ealacie areas Apr.- 72 
Harlem Hospital opened, Woman’s building at..... Feb.- 104 
Harris, Malcolm L., M.D.—Obituary.............. Apr.- 78 
Fiactey,. Hatriet=—ODitUaty..< ¢ <a cece dc nccenscices Aug.- 34 
Hay fever sufferers, Havens for—Science News Letter, 

WIG cictcincike c codelasces wausvedegeacweusees July- 115 
Hazards, Eliminating unnecessary............... Mar.-130 
Hazards, Hospital, Sexton, Lewis A., M.D........ Jan.- 69 


Health cooperatives in Jugoslavia, Vidakovic, A..Sept.- 13 
Health service for hospital employees—Shoes for the 
cobbler’s children, Britton, J. A., M.D.......... June- 54 
Health service for the butcher the baker and the 
candlestick maker, and a square deal for the patient, 
the doctor, and the dentist, A hospital, Goodale, 


Waner /S... My sci sccicece cs eae sreweasennel Apr.- 
Health—Some danger signals, Agnew, G. Harvey, 

Do res vag cucle ns ne vascreay Sado eaee sania May- 56 
Heating—Future trend in mechanical equipment..May- 15 
Heating—Questions and answers...............- Nov.- 84 


History of hospitals—John Howard on hospitals. .July- 35 
Holmes, May Salona—A superintendent honored. .Aug.- 97 


Hospital and College school of nursing or the nurs- 
ing school of tomorrow, Bernice, Sister M....June- 29 


Hospital and its business relations with the public, 


"PHE. Dranteny INIA cs se cewovidsnnlvedetoscewels Oct.-122 
Hospital and its community problems, The...... Mar.- 68 
Hospital and its housekeeper, The, LaBelle, Alta M. 

PAG Wel ile SORE Ce GO e ol He eat Ne Pow Sed aoe ee June- 57 
Hospital and the changing social order, The Gabriel, 

SISNOE ROME Me oa da Se aioe oa dias dc Doeaars eae Jan.- 17 
Hospital and the community, The, Bachmeyer, A. C., 

MRL ers 5s raha avoir te areiio aie bat tae coke We We dummy aist es ais May- 23 
Hospital and the community, The, Lewinski-Corwin, 

Wcis vin ceetuccacdmesechvesdeckeunee: July- 16 
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Hospital and the community...........-eeeeeeeee 

Hospital care given compensation cases under the 
Works Progress Administration, Official instruc- 
2 LO re Pere Cr rere rrerret Peres cree Feb.-118 


Hospital conference—the keynote of scientific efficiency, 


Pte Ea is Ais sox wiecasivacenatarvanat nae Dec.- 46 
Hospital council of Brooklyn—Meeting........... Oct.- 42 
Hospital Councils, Faxon, Nathaniel W., M.D....Apr.- 43 
Hospital doliaes. “Ties. os .cc cvusescsacsveenscates Apr.- 78 
Hospital economics, Ellis, Hon. William J., LLD..July- 22 
Hospital finance, The, Fazio, S. Chester......... Mar.- 85 
Hospital hazards, Sexton, Lewis A., M.D........ Jan.- 69 
Hospital housekeeping department, The Smelzer, Don- 

wid C., ME e neces ccuaedudevacescteananesaeves Jan.- 74 
Hospital income and operating costs—Ed........ Mar.- 59 
Hospital intangibles, Doane, Joseph C., M.D...... Nov.- 9 
Hospital in the light of its function, The, ‘Jackson, 

Jo Alle ME on egret ticadees es cwsacess Tune- 40 


Hospitalization—Duke Endowment’s ten years = 
FORINT ss oe 5s ccs cat ee ear ednweeaearsaees Feb.- 80 


Hospitalization—free—How one racket is being eradi- 
CAME cecasiscancancdecddereestaniascudaaeees Mar.- 80 


Hospitalization in Chiles. < oo. doce. sctiedscucaces Jan.- 59 
Hospitalization in legislation, State medical association 
opposes inclusion of medical service with...... Dec.- 45 
Hospitalization in the municipal hospitals in metro- 
DOME NGwr WOBM: cc <eondvcudads cuss ctecntdavd Feb.- 98 
Hospitalization of industrial patients, Carraway, C. N., 

EEO cc caw cums aceetes seedetecdensuaecmacuas Oct.- 91 
Hospitalization of the chronically ill, The........ Feb.-122 
Hospitalization scheme for women only.......... Mar.- 3 
Hoapitalstawndey; “Biee<. ss coccwgcccuudaesacesss Apr.- 39 


Hospital library service, Compton, Charles H....Mar.- 49 
Hospital library service in Rochester, New York, Sauer, 

Wale Dicoe eo ccatieds wiles eedatune sane ckenaadews Dec.- 54 
Hospital lighting, Walsh, William Henry, M.D...Feb.- 59 
Hospital’s obligation to the house staff, The, i 


Gativle Sc sc. saxcndecdecccacevatensaass May- 20 
Hospital operating costs for 1935............... Sept.-142 
Hospital organization in Alabama, Carraway, C. N., 

Er aiclascnwec ener sdeasenm esdted ee ue eaaal May- 64 
Hospital’s place in our communities, The, Baker, Hon. 

INGWeNRS Duc. cosines nea teas nendundeoceewade Oct.- 11 
Hospital progress in Mississippi, Gamble, H. A., M.D. 

ald bei Duwedtagiga newedenvadeetaadavcdesisewauaaes June- 69 
Hospital purchasing, Bates, F. O-< 6. ..65..6020<. May- 41 
Hospital rates at less than cost—Ed............. Sept.- 72 
Hospitals and legislation, Wright, Carl P........ Aug.- 40 
Hospitals and our social systems. ..- <6 oo s. cee oes Oct.- 34 
Hospitals and the law, Dunham, John M........ July- 29 
Hospitals and workmen’s compensation, Ransom, = 

Ee céusiesn coieedccsdeavasddcasiidiecsedseueaes Oct.- 74 
Hospitals—Comments from our readers.......... Feb.-124 


Hospital service, medical science and the patient. .Nov.-111 
Hospitals in the red—Ed. from Saturday Evening 
PUG onsk ott caednseesarse wuetaetaedencnaneaes Feb.-cover 


Hospitals part of the educational system of the coun- 
try, Winnipeg Free Press—Ed. (Contemporary hos- 


PUGE MHOUANEY ic cc csaccveanceccendaesesataadess July-108 
Hospitals —The Journal of the American Hospital 

Assccistint— EG <5 ey ccd ctesneuwnss cease Jan.- 51 
Hospital superintendent isn’t worried, The, poem 

GHONEED Goh ar cng de uerowcnaduwatcundaetedeaee a Jan.- 16 
Hospital support, The role of business and industry in 

Sai tig ra alsitacidenends guide tec ecna aaa cane Dec.- 27 
Hospital trends: in’ Ragland >. <i. << << cncees ences Aug.- 67 
Hospital trustee and his responsibility, The, Honorable 

Pranks EF Jennie 3. oc sc esdc ds cscdcasaccexay: Feb.- 9 
Hotel air conditioning installation, An.......... Sept.- 59 
Housekeeper, The hospital and its................ June- 57 
Housekeeping department, The—Ed............... June- 61 > 
Housekeeping department, The hospital, Smelzer, Don- 

ald ©. ca ig coe isa sates wadastagacs deawa'e] Jan.- 74 
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Housekeeping management, Institutional, Dodge, Quin- 
dara Oliver, M.S Apr.- 22 


Houston Memorial, Staff members awarded gold 


How hospital beds may be endowed and their | ee 
after endowment May- 14 


How its hospitals served Pittsburgh in the flood emer- 
no fee LTE ETT Sas 5, (EIS CE aa aA May- 80 


How Lincoln Hospital trains interns to recognize the 
social aspects of medicine, Haydon, Eunice W. .Oct.-124 


How one racket is being eradicated..............Mar.- 80 


How shall the hospital trustee acquire the necessary 
knowledge to properly discharge his responsibility? 
Matthews, Louis I Dec. 62 


How the hospital can share in community health work, 
Emerson, Haven, M.D July- 20 
How to get a dollar’s worth out of the power dollar, 
Swain, Philip W Oct.- 38 
How we celebrated hospital day, Rice, Florence M..Nov.101 
Huntington Hospital—Friendly doors............2 Apr.- 15 


Ice caps, mixture used in place of cracked ice—Ques- 
tions and answers Aug.- 99 


Ice cream—Wholesale production by the hospital. .Dec.-101 
Ideal internship, The, Kelly, Robert E., M.D....May-102 


Ideal nurse an aesthetist, The, Sister, John Edward, 
BSS MROIN te coals 55's Gb waar eeib saab was oe eee May- 48 


Importance of established standards in a social service 
department, Webb, Mrs. Charles W Dec.- 95 


Income and operating costs, Hospital—Ed........ Mar.- 59 


Income, sources of new—lIncreasing necessity for co- 
operation between the surgeon and the hospital ad- 
ministration, Adair, Frank E., M.D Dec.- 86 


Income tax, Report of salaries for... :.........; Mar.- 95 


Income, The hospital—Endowments, gifts, donations, 
Smith, Clinton F 


Incomes, Average of specialists—Do hospitals exploit 
PE COCR RIGIORISES  .. 6/5 5-055 05s 5050: b cere 0 0 05% ..Sept.- 3 


Increased death rate not due to motor vehicle acci- 
dents 


Increasing necessity for cooperation between the sur- 
geon and the hospital administration, Adair, Frank 
Mi RN eek aidy ates eis o's MA ae bcareein vias be oleae Dec.- 86 


Indianapolis honors the physicians who have staffed 
its hospitals 


Indigents—County hospitals should be maintained for 
indigents only June- 38 


Indigents, The Minnesota law as applies for payment 
of Feb.-108 
Indigent sick, Care of the—Radio program, at con- 
vention 
Indigent sick, Hospital progress in Mississippi... .June- 69 


Industrial patients, Hospitalization of, Carraway, C. N. 
M.D. Oct.- 91 


to newspapers—Questions and mo 
Insignia of the American Hospital Association, lg 


Institute for hospital administrators, The 1936. .Jan.-49, 
Mar-29, Apr.-59, May-19, July-85, Sept.-148, Oct.- 47 

Institutional housekeeping management, Dodge, Quin- 
dara Oliver, M.S Apr.- 22 


Insurance and pensions, One hospital’s experience in 
voluntary type of, Stephens, George F., M.D... Mar.- 21 


Insurance—Benefits for hospital employees—Ed...Mar.- 58 
Insurance—Minnesota Hospital, Association, Jan.- 98 


Internal Revenue Bureau on processing tax ——_ 
Joint committee receives decision from Sept.-154 


International Hospital Association......: Aug.-111, Sept.-156 
International hospital relations—Ed.............. Oct.- 72 
Intern education—Hospital’s obligation to the ee 


Intern education—outline plan of instruction in out- 
patient department Oct.-112 


Intern education—Role of the hospital 


Intern placement bureau, The Association of American 
Medical Colleges establishes an.................Mar.- 97 


Internship, Continuation of medical education during the 
hospital, Munger, Claude Worrell, M.D Dec.- 15 


Internship, The ideal, Kelly, Robert E., M.D.......May-102 


Interns—How Lincoln Hospital trains interns to recog- 
nize the social aspects of medicine, Haydon, Eunice W. 


Interns in small voluntary hospitals, A teaching program 
for, Lange, E. W., M.D Sept.- 52 
Interns, Ohio State Medical Board defines rights of.Dec.- 88 


Interns, Practical advice in training of, Giddings, Eman- 
uel, M.D., and Smith, Nathan, M.D 


Interns, Practical utilization of an out-patient in the 
training of Oct.-112 


Interns—Role of a general hospital in post-graduate 
training for interns F 


Interns—Ruling in regard to Social Security Act.. 
Interns, The selection of—Ed 


Interns—Studies in hospital administration at the Uni- 
versity of Chicago 


Intern, The education of the—Ed 
It did happen! Johnstown Flood, Fritz, H. G....... May- 27 
It has been said, Barr, Mabel 


.Aug.- 45 


Jewish Hospital of Brooklyn, Nathan S. Jones accepts 
presidency of 


June- 17 
Jonas, Nathan S., accepts presidency of the Jewish Hos- 
pital of Brooklyn Sept.- 30 


Jordan, Ralph W.—New executive secretary of Ohio... 
May-100 


Jugoslavia, The health cooperatives in, Vidakovic, A.... 


Kelly, John J.—A tribute to a distinguished citizen. . Feb.-127 


Ue 


Laboratories—Mutual interests of hospitals and public 
health organizations Jan.- 9% 


Laboratories of the small hospital, Cruickshank, —. 
R.N. 


Laboratories—The small hospital 
Laboratories—Tuberculosis survey of the A.M.A...Feb.- 15 
Laboratory research—Anesthesia at Bellevue Hospital. 


Laboratory service—Group hospitalization as the doctor 
sees it 


Laboratory service, The general hospital and public 
health, Rankin, W. S., M.D Dec.- 


Laboratory technician-medical technologist, Status of the, 
Ikeda, Kano, M.D 


Large hospital with an all graduate staff, The, Waddell, 
E. Charlotte, R.N 


Largest super x-ray machine now under construction... 


Laundry costs at the Paterson. General Hospital, A study 
of, Hayhow, Edgar Charles, M.A O 
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Laundry, Efficiency in a hospital, Austin, L. C Sept.-102 
Raundiey. HOGOtHl: PNGs. c0 ks ccs css caw tccesia ees wal Apr.- 39 
Laundrymanagers, Cooperation and science come to the 
aid of, McFarland, J. L 
Laundry problem, Weighing the hospital 
Laundry—Purchase of staple commodities in hospitals 
(soap) 
Laundry, small hospital, The 
Law and legislation—child health—The social services. . 


Law and legislation—Colorado Hospital Association— 
state legislation 
Sa “_ legislation—Hospital legislation and, Wright, 
ar 
Law and legislation—Hospital progress in Mississippi... 
June- 69 
Law -_ legislation—Legal decisions of interest to hos- 
itals 
Fon8i, Feb.-100, Mar.-93, Apr.-98, May-97, June-106, 
Aug.-93, Sept.-105, Oct.-101, Nov.-122, Dec.-108 
Law and legislation—Licensing and control of private 
proprietary hospitals and sanatoria in New York. .May-101 
Law and legislation—Looking forward, pensions. ...June- 51 
Law and legislation—Maternity patient awarded $3,000. . 
Apr.-72, May- 99 
Law and legislation—Minnesota Hospital Association, 
compensation insurance Jan.- 98 
Law and legislation—Mutual interest of hospital and 
public health organization Jan.- 12 
Law and legislation—New nursing legislation—1935.Jan.-117 
Law and legislation—New York lien law, The June-117 
Law and legislation—Nurse and the law Feb.- 34 
Law and legislation—Nurse anesthetist does not violate 
the state medical practice act, The California courts 
decide that the Sept.-107 
Law and legislation—Ohio hospitals and the Ohio Hos- 
pital Association 
Law and legislation—Ohio Hospital Association—mini- 
mum wage law Jan.-106 
Law and legislation—Ohio Industrial Commission, The— 
workman’s compensation law 
Law and legislation—Ohio state Medical Board defines 
rights of interns Dec.- 88 
Law and legislation—Organization and activities of the 
orthopedic department, State University of Iowa— 
Pepin NE ccclswc ce ck enone once eeewecbmwesins Mar.- 14 
Law and legislation, Our hospitals’ interest in—Ed..July- 61 
Law and legislation—Report on joint advisory rena 
federal legislation 
Law and legislation—State aid for hospitals in oe 
WaltA Gao a oeune tne tes wae uh same wera auc Mar.- 98 
Law and legislation—State medical association opposes 
inclusion of medical service with hospitalization in 
legislation 
Law and legislation—State reimbursement to Ohio hos- 
pitals for traffic accident caseS.........0sssse00% Nov.- 91 
Law and legislation—West Virginia hospitals and public 
welfare, Harris, James W., Jr Aug.-101 
Law and legislation—What is the educational responsi- 
bility of state boards Mar.- 65 
Law, Hospitals and the—With special reference to deci- 
sions of the Michigan Supreme Court, Dunham, 
Webi ie de rciereik s:elke's vedi wcaleraic.eies tun wastes orawic aes July- 29 
Lawrence Hospital receives bequest of $400,000. ...Sept.- 30 
Lebanon Hospital, New building planned for—news item 
raeidie Ueda aa woe ew Oise HERE g Wie elmatecio alee al Aug.- 53 
Lee, S. R., M.D.—Obituary 
Lewis, Dr. Nolan E. T., to Neurological Institute. ..Feb.-127 
Library—Hospital library quarterly book-list Feb.- 82 
Library of the Bridgeport Hospital, Bartine, Oliver H.. 


Library service, Costs and benefits of hospital, Hensel, 


Herman Nov.- 82 
Library service, Hospital, Compton, Charles H..... Mar.- 49 
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Library service in Rochester, New York, Hospital, 
Sauer, Julia L 

Library service—Reading ways to health 

Licensing and control of private proprietary hospitals 
and sanatotia: in New Vos. «<0... <csecs coasnes May-101 

Lighting—Carbon arc lamps 

Lighting, Hospital 

Lighting—New stop-loss switch................... Mar.- 95 

Lighting—Operating room lights 

Linen control in a small hospital, Vaughan, Mrs. W. Mae 
a dit liig wha acai, oad tee MOR Teale ald ovale ae ere ee i May-114 


Linen replacement—Cooperation and science ccme to the 

aid of laundrymanagers 
Linens—Hospital housekeeping department 
Linens—Hospital laundry 
Linens—Hospital purchasing ...................00- May- 41 
London hospitals—a comparison, Wilhelm, N. A., M.D. ; 


Looking forward, Hibbard, Carl D 
Los Angeles County General Hospital, Report 
Los Angeles, National biennial nursing convention. . July-126 
Louie, Mrs. Emma Lucas—Fifty years of hospital 
service 
Louisville Hospital Council elects new officers 


Love or lore—the nursing need? Goodall, Phyllis A., 
BEN swat nvacateceereas se doiext edie Sept.- 85 


M 


Machine preparation of vegetables—Questions and 


Maintenance—See costs 
Maintenance—The cost of food for personnel 


Management of municipal hospitals, Woodard, R. C., 
M.D. Oct.- 82 


Manual on maternity care, The.................00/ Apr.- 30 

Manual of the essential of good hospital nursing service, 
The 

Manufacture and use of absorbent cotton balls or wipes, 


Manufacture of surgical dressings, The, Nichols, 
u1s 
Marching forward in nursing education, Robert, Mary 
WRENS 5S cece crraees clase dele e caoe eae May- 


Maternal care from the standpoint of the general prac- 
titioner, Brand, Walter, M.D N 


Maternity care, The manual on 


Maternity care, What the obstetrical nurse contributes to 
nursing in; Yelton, Anne, RN... ..c0ccccccccced Aug.- 


Maternity cases in hospitals—Ed 


Maternity hospitals—Nursing technique in the delivery 

room and nurseries of St. Louis, Doran, Ruth....Apr.- 

Maternity patient awarded $3,000 for fall off operating 
Apr.- 7 

Maternity unit, A new—Florence Nightingale Hospital. . 
POC TE er CEE ELT EE Pee Oe May-122 


Mattresses, Court decisions on second-hand Dec.-112 
Mays, James R., goes to the Abington Memorial Hospital 


Mechanical plant—The small hospital 
Mechanical stokers in 150-bed hospital—Questions and 
answers Aug.- 91 
Mechanicsburg, Pa.—New hospital to be built Feb.-127 
Medical board defines rights of interns, Ohio State. Dec.- 88 
Modical cares Patties o.00 oas owe re cess cuaennts May- 50 
Medical center—Planning the new university hospital and 
medical school in Jerusalem June-101 
Medical economic security plan, Washington, D. C— 
Hospital economics 


Medical records, Use of, in follow-up studies in tuber- 
culosis Aug.- 69 
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Medical record librarians, The training of, Huffman, 
MAME HAS RNG poe, Shiekh nip wb e'9 89 5 a Saws ...-Mar.- 69 


Medical science, hospital service and the patient....Nov.-111 


Medical service in an approved hospital, Organization of 
the, Piersol, George Morris, M.D.............++. Nov.- 44 


Medical service—Tuberculosis survey of the A.M.A.Feb.- 15 


Medical service, Two major contributions of general 
hospital to—The  ascan hospital and public health, 
oak OV oS WR a hs 55 ook ose ca ea ess 60.58% Dec.- 


Medical saeabtagy tet horizons in the public health 


DeeR ep etn otis 2G a tetas Gg kk 59:59 eie Jan.- 13 
Medical service with hospitalization in legislation, Ohio 

Medical Association opposes inclusion of......... Dec.- 45 
Medical staff, Adequate care of patients from standpoint 

RI i a CRT RE ine Le Se ae reas June- 12 
Medical staff—Record librarian’s three wishes...... Apr.- 47 
Medical technologists, Duluth society.............. Sept.- 84 


Meetings—See American Hospital Association and 
Associations 


Meeting the rising costs of hospital operation, Jarrett, 
OE RRS” |, Haas Se Ee ee Te Nov.-l 


Meeting the standards of good nursing care, Rockwood, 


PRE A OUND. o's cine ees ok Gicla lcs oie eonbicle v9 Wi sos sn. Nov.- 96 
Membership structure, The report of the committee on— 

BERR gstokcs wines arsiniare Wee as Swi vibes ecn'e vole shiaeaneree July- 62 
Memorials of the Springfield Hospital, Walker, Eugene, 

MOAR ce cigciaiene came a6 ol be bis SE Seals avenue Oct.- 57 
Mental hospitals, Statistical data covering food consump- 

Wi ME CONTA ERGs oie s's cles pisuc.c'a'v'o bie.a's wa eweds Dec.-100 
Mental hygiene and the general hospital, Jewett, Ste- 

SER ROD Gsle nie So scale sinien ss Siibis's as Oa Aug.- 35 
Menu for all patients, Selective, Silkey, Gladys Hall... 

Aye Va gee aa Seg Py en eer nS Mar.- 19 
Method of evaluating changes in food costs and prices, 

PU a kt Scan 6S aipisle se divle a sas 8% Aug.- 82 
Meyer, Alfred C., A presidential function.......... May- 37 
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ecutive need ?, Golub, J. J., Mab... wc. cc cccccewecs Jan.- 22 
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What the approved hospital means to the small com- 
munity, Tenery, William C., M.D............... Nov.-107 

What the obstetrical nurse contributes to nursing educa- 
tion in maternity care, Yelton, Anne, R.N 

What the nurse expects of the doctor, Ankeny, A. 
Faith May- 77 

What the superintendent expects of the doctor, Chris- 
tie, W. G May- 76 

Wholesale production of ice cream by the hospital, Mc- 
Nary, William S Dec.-101 

Widening horizons in the public health service, Lavin- 
der, C. H., M.D 

Wireless stations and flying doctors solve one of the 
hospital problems in Australia 

Women’s College Hospital, Toronto, The 

Woodbury, Dr. Wiley Egan—Obituary 

Wooden shoes for the operating room 

Working with the doctors, Ransom, John E 

WPA compensation cases 

Workmen’s compensation, Hospitals and, Ransom, John 

; Oct.- 74 

Workmen’s compensation law—The Ohio Industrial 

Commission 


Workmen’s compensation rates—The president’s address, 
Minnesota Hospital Association June-103 


» X 


X-ray films—Questions and answers............. May-110 

X-ray films should remain in hospital—Questions and 
answers Nov. 85 

X-ray machine now under construction, Largest super. . 


X-ray technicians, Qualifications for 
-ray therapy apparatus, “New :.:s 0:4 ssh cc se'ssee sas Mar.-109 


yy 


Yesterday and today. Tomorrow—? Hatfield, John N. 
73 

Your cooperation requested—help complete this list— 
accounting Nov.- 12 


Your hospital and public education, Miller, Veronica. . 
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Greetings from Che Board of Trustees 
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NE of the beautiful things about Christmas is the suggestion 


of spiritual values. One of the implications of New Y ears 


atte Ys 
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is its emphasis on fundamentals. 
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In a nation’s life the hospitals’ work is a vital process. It is one of 
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the finest manifestations of the spirit of a people. It is an expres- 
sion of love going out to our fellow man when he needs it most; a 
love that warms his heart with the cloak of service it throws around 
him; a service inspired by complete sympathy and perfected by 
technical training; a service that contemplates the realm of the im- 


ponderables and improved man in all his varied relationships. 


This love is reciprocated by our patients in their gratitude for the 
service received. They appraise our effort to prolong human life 
as cooperation with the Eternal Source of Life, the endeavor to 


lessen human suffering as an anticipation of the Vision Beatific. 


May the consciousness of having participated in this magnificent 
contribution to the welfare of our country bring to all our members 
something of the “Peace on earth to men of good will,” something 
of the joy of a great achievement during the Christmas season, and 


increased happiness and renewed inspiration during the New Y ear. 


The Board of Trustees 
American Hospital Association 




















YOU WILL WANT 
THIS BOOKLET 


It is up to the minute in its de- 
scription of the G-E Hemolator, 


‘ : and includes a bibliogravhy of 
gentle vascular massage by dilatation and literature on the subject of pneu- 





@ Suction and pressure alternate to produce 








contraction; collateral circulation is pro- .._., matic vascular exercise. 
moted; cyanosis diminishes; warmth is re- e 
stored and discomfort ceases. 

Briefly, these are the results observed by 
able investigators in the treatment of the 
occlusive arterial disorders by rhythmic 
pneumatic vascular exercise. Department F-512 

The G-E Hemolator offers marked ad- G-E X-RAY CORPORATION 

P ay , , 2012 Jackson Boulevard 
vantages in application of this modality... Chiense: Minot 
wide range, completeness of control, more 





; Please send me your booklet 7P-70, 
comfortable and convenient treatment boot, 
Name 





improved boot-to-thigh seal. 
Address 





GENERAL @ ELECTRIC 
X-RAY CORPORATION 




















